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stomach acid, alleviates heartburn 
and provides prompt, yet long-lasting 
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conditions of gastric hyperacidity. 
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a bland, non-absorbable, non-digestible, soothing gel. 
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has a simple and direct physical action. 


By physical adsorption, Kaopectate removes 
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irritants. Kaopectate coats and protects intesti- 
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“therapeutic bile” 
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what is “therapeutic bile’? 
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amounts as produced by Aydrocholeresis 
» With Decholin. 


what does 

“therapeutic bile” do? 

Overcomes stasis in chronic cholecys- 
titis and noncalculous cholangitis by 
flushing thickened bile, mucus plugs and 
debris from the biliary tract. 


how does “therapeutic bile” 
differ from other bile? 
“THERAPEUTIC BILE” is higher in 
fluid content and lower in solid content 


than bile produced by choleretics, e.g., 
ox bile salts. 
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“therapeutic bile” obtained? 

“THERAPEUTIC BILE” is obtained 
by adequate dosage of Decholin and 
Decholin Sodium. Most patients require 
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weeks. Prescription of 100 tablets is 
recommended for maximum efficacy 
and economy. More prompt and inten- 
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FUNCTIONAL TENSE ESOPHAGUS AND ESOPHAGEAL SPASM 


HAROLD C. KLEIN, M.D. 
Cleveland, Ohio 


Although the exact mechanics are still nebulous, it is generally recognized 
that functional derangements of the gastrointestinal tract are caused by emo- 
tional disturbances and may produce somatic symptoms. Functional spasm of 
the esophagus is a form of such disorder that was well known to our medical 
forebears but has become a well-nigh forgotten malady in the scramble to keep 
abreast of the newer tools and methods in medicine. This has occurred because 
it cannot be seen through the esophagoscope, nor determined in the laboratory, 
nor recorded by x-ray. The purpose of this review and report is to renew our 
understanding of this syndrome and our familiarity with it. Such an endeavor is 
important because of the frequency with which it is encountered clinically and 
because the failure to recognize it denies the patient with oppressive and dis- 
abling symptoms the dramatic relief that suitable therapy may afford. 


A century ago, the clinicians’ efforts at evaluating esophageal disease were 
practically limited to the ti aking of a careful history. The association of dysphagia 
and substernal oppression with partial obstruction of the esophagus had been 
established by autopsy findings. The esophagus was an obscure organ that defied 
the arts of inspection, palpation and percussion. Auscultation, however, was 
highly developed. It was noted that the sounds produced by swallowed liquids 
in their course down the esophagus, through the cardia, and into the stomach 
were changed by various types and degrees of obstructive lesions. These sounds 
were described and classified in the same manner as murmurs of the heart and 
served as a useful method of study. It was by this means that globus hystericus 
was associated with esophageal spasm rather than a constriction of the muscles 
of the throat. Esophageal auscultation was considered an important part of a 
complete physical examination. Now, however, it has become a lost and forgotten 
art. 


The esophagoscope brought lesions in the live patient within the range of 
the examining eye, permitting direct inspection and a better understanding of 


From the Division of Medicine, Mount Sinai Hospital, Cleveland, Ohio. 
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cancers, strictures, webs, and inflammations. Cardiospasm, first described by 
Hannay in 1833, was seen endoscopically by Mikulicz in 1882. The esophago- 
scope made it apparent that cardiospasm was associated with dilatation of the 
esophagus whereas in functional spasm, with similar symptoms, no dilatation or 
other abnormality could be visualized. Clinically, it was also noted, at this 
time, that functional spasm was tound primarily in “neurotic” individuals and 
was intermittent, occurring particularly at times of emotional stress. Cardio- 
spasm, on the other hand, was found in stoical, placid people, and was a con- 
stant and progressive illness without regard to external emotional factors. 


With the advent of the x-ray, further strides were made in the delineation 


and understanding of diseases of the esophagus. The radiologist became familiar 


with the picture produced by cardiospasm, tumor, stricture, and other obstruc- 
tive lesions. The nature of functional spasm, however, does not lend itself to 
x-ray visualization since it may be neither obstructive to the flow of barium 
Huoroscopically nor demonstrable in an x-ray picture. This is similar to our 
frequent failure to demonstrate abnormal changes in the colon x-ray of a well 
established “spastic colon” syndrome. This failure of roentgen visualization be- 
came a differential diagnostic feature of the disease. 


In the vast literature on diseases of the esophagus that appeared during 
these and later years, much was written about functional spasm. Differences 
between it and cardiospasm were the subject of discussion at medical meetings. 
Various treatment forms were outlined and the value of bouginage in both 
conditions was generally accepted. It was a well recognized clinical entity, 
familiar to the profession at large. 


During the past 25 years, medical practices have changed. We have become 
greatly dependent on laboratory and mechanical diagnostic aids and demand 
more objective evidence for our diagnoses. Our errors in diagnosis, however, 
are due more to the failure to take a meticulous history than to the omission of 
other investigative procedures. In establishing a diagnosis of functional disease 
of the esophagus, the history is of particular importance. It requires painstaking 
care because patients suffering from esophageal pain have a great deal of diffi- 
culty in describing its exact character and location. Another source of confusion 
is the recognized gravity of substernal symptoms in terms of myocardial infare- 
tion, so that the attention of the examiner is immediately focused on the heart. 
As a result, any type of substernal pain is considered cardiac in origin until 
proven otherwise and only after the heart has been ruled out by concentrated 
study, are other organs considered as a possible source of pain. Such an investiga- 
tion necessitates x-ray study but the radiologist’s report reads, “Normal esophagus 
and stomach,” which tends to exclude the possibility of esophageal disease from 
the differential diagnosis. As a result, functional spasm of the esophagus has 
faded out of medical consciousness and lost the significance it deserves in our 


diagnostic thinking. 
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DEFINITION 


Functional derangement of the esophagus is a somatic expression of psychic 
disturbances and emotional tensions and may appear alone or in conjunction 
with neurotic symptoms of other organs. It must not be confused with cardio- 
spasm (achalasia) from which it is separate and distinct. It is primarily an 
increase in the muscular activity or tonus of the esophagus in the absence of 
local organic pathology. 


Tonus is the tension of a muscle during diastole or noncontracting state. 
The tonus of the esophageal musculature produces pressure in the lumen that 
is measurable by balloon-kymograph technics. Our own studies have shown this 
pressure to be fairly constant between 15 and 17.5 cm. of water. This pressure 
will vary from time to time depending on the state of relaxation of the organ. 
It has been demonstrated e xperimentally that esophageal pain may be produced 
by a marked increase in the tonus of the muscle. Lesser increases, insufficient 
to produce pain, would result in milder forms of discomfort such as sensations 
of heaviness or oppression’. This is well borne out in a case reported by Payne 
and Poulton* of a man who was hospitalized because of persistent substernal 
pressure and pain. Balloon studies of the esophagus revealed elevation of the 
diastolic muscle tension. Some months later, when the pain had subsided, repeat 
studies showed a return to normal levels. 


In a classic monograph on mucous colitis, White, Cobb, and Jones* described 
the physiologic changes that emotional stresses produced in the sigmoid colon. 
It was noted that there was an increase in both secretory and muscular activity. 
Short-lived episodes of resentment or anxiety brought out transient changes in 
the bowel, whereas prolonged states of emotional tension resulted in sustained 
colonic overactivity. The parasympathetic nervous system was believed to be 
the mediator between brain and bowel for the impulses that produced these 
effects. It was also noted that despite the severity of the symptoms, x-ray was of 
almost no value in establishing a diagnosis. In other words, increased muscular 
tension of the sigmoid colon severe enough to cause pain and diarrhea pro- 
duced no clearly demonstrable change in the x-ray picture. 


Wolf and Almy’‘ in a series of experiments showed that transit times in the 
esophagus could be te mporarily slowed by inducing a state of emotional tension 
in their subjects. This would correspond to the fleeting changes noted in the 
sigmoid colon under similar circumstances. The response of the esophagus to 
emotional tensions that are prolonged over a considerable period of time is 
similar to the sustained increase in muscular tonus found in the sigmoid of the 
“spastic colon” syndrome. 


This process may involve different le-els of the esophagus and vary through 
a wide range of severity. Clinically, the form most commonly seen is the globus 
hystericus, which probably represents a mild increase in muscle tension of the 
upper esophagus in the area of the cricopharyngeus. At times, transient dysphagia 
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is noted as a more severe form of upper esophageal involvement. Tension states 
in the mid and lower esophagus give rise to a sensation of substernal oppression, 
heaviness, or dull pain. These may be associated with frequent belching and a 
feeling of food sticking under the sternum. These symptoms may be transient or 
may persist for days or years. In the severest form, which is an acute spasm of 
the lower esophagus, there is excruciating substernal, subxiphoid, or epigastric 
pain associated with dyspnea, choking, palpitation, pallor, sweating and syncope. 
Various mixtures and modific: ations of these symptoms may appear in any given 
patient. 


NOMENCLATURE 


Functional derangement of the esophagus has been variously called, “func- 
tional spasm”, “esophagismus”, “spastic closure”, “intermittent closure”, and 
“spasm at the cardia”. The term “spasm”, however, implies a sudden violent and 
involuntary contraction of short duration and is, therefore, only applicable to 
the acute and severe attacks. It is ce tainly far from an accurate description of 
the syndrome as a whole, which includes all gradations of increased tonus. This 
is paralle ‘led by the misuse of the term “anal spasm” to include the mild pro- 
longed types of muscle tension that gives a sense of rectal fullness up to the 
excruciating pain of true anal spasm. 


The symptoms of the syndrome under discussion, therefore, are produced by 
an increase in the muscular tonus of the esophagus, which in turn is activated by 
psychic stimuli. Increase in muscle tone is neither productive of actual contrac- 
tion nor demonstrable narrowing of the luminal space. It is, therefore, neither 
closure nor spasm, but rather a state of sustained tension. It is proposed that the 
name “Tense Esophagus” be used as it would be more accurate and descriptive 
and the term “Spasm of the Esophagus” be reserved for the acute severe attacks 
that may occur in individuals with an underlying tense esophagus. 


INCIDENCE 


It is generally conceded that a large proportion of the people who seek 
medical assistance are suffering from functional disorders, with no organic basis 
for their symptoms. Although exact incidence figures are lacking, it has been our 
experience that a good number of these are primarily esophageal. Multiple organ 
or system involvement is also possible -so that esophageal tension may occur 
simultaneously with colon, cardiac, or other functional disorders. Some idea of 


the prevalence of this condition may be gained from Friedenwald and Morrison's 
report? in 1923 in which they state d, “The incidence of this affection is apparently 
on the increase because hitherto unsuspected cases are being recognized. We 
have had under our care for the past seven years 133 cases of which 41 were 
instances of true cardiospasm with associated dilatation and 92 were examples 
of spasm at the cardia.” Of 1,600 patients seen at the Massachusetts General 
Hospital over a ten year period with a history of difficulty in moving their food 
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from the mouth to the stomach, no organic lesion could be demonstrated by 
x-ray or esophagoscopy in 143, which would classify them as functional disease’. 
This figure only includes those cases that presented the symptom dysphagia and 
were severe enough to warrant hospital care. 


CasE REPORTS 


The following case reports have been selected to illustrate some of the 
possible variations in symptomatology, severity of syndrome, and methods of 
management. 


Case 1:—This patient was a 41 year old radio operator who complained of 
a lump in the throat for the past three months, which felt like an expanding ball 
but did not affect his swallowing. There was a gnawing under the upper part of 
the breastbone and he stated that he could feel his food passing down through 
his chest, although it did not seem to be delayed at any point on its way down. 
He was obsessed by the idea that he was developing cancer, which made him so 
distraught that he was unable to sleep or continue at his job. He had consulted 
several physicians, but had not been relieved. X-rays of the gastrointestinal tract 
had been reported free of organic disease. He hi id never suffered serious illness 
but had always been a “nervous and worrisome person”. Two months before the 
onset of symptoms, he had learned that his unmarried daughter was pregnant. 
Despite repeated conferences and discussions, no equitable solution to the prob- 
lem had been formulated. He lived in a small community and the fear of social 
stigma weighed heavily upon him. While giving this information, the patient 
was severely upset emotionally. 


Thorough examination was completely normal, except for a moderately 
elevated blood pressure. Under fluoroscopic observation, barium was seen to 
pass through the esophagus without obstruction or delay. 


A great deal of time and care was taken in reassuring this patient as to his 
state of health. It was carefully explained how symptoms may develop despite 
the absence of organic disease. A simple sedative was prescribed. No bouginage 
was attempted. Because of the severity of his depressive reaction, he was 
referred to a psychiatrist, who carried on the program of explanation and re- 
assurance. Three months later, the patient reported that he was symptom-tree. 
Immediately following his examination and reassurance, he had improved to the 
point of being able to return to work. Later, when his daughter’s problem had 
been satisfactorily resolved, the lump in his throat had completely disappeared. 


Comment:—This case represents the mildest and commonest form of func- 
tional tense esophagus. In this type, the tension probably involves the upper 
esophagus, is painless and is referred to the throat, the so-called globus hysteri- 
cus. Whereas globus is often a transient sensation, it may be persistent, as seen 
here. It was nurtured by a severe situational strain, and had engrafted upon it 
the obsessive fear of cancer. Simple management, as outlined elsewhere, was 
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effective in relieving the symptoms. Resolution of the basic situation problem 
resulted in complete cure. 


Case 2:—The patient was an unmarried, 25 year old accountant, who was 
referred because of palpitation and dysphagia. He had been perfectly well up 
to 5 years before, at which time, while in the navy, he suddenly became unable 
to swallow. He was stationed in the States and was disconsolate over the drab, 
monotonous existence. He could eat only while concentrating on something 
other than the food before him. He took to reading books and magazines at the 
table and in that way, was able to maintain his nutrition. The dysphagia was 
unaccompanied by pain, nausea, or vomiting. It persisted for 5 weeks and then 
subsided as mysteriously at it had appeared. After three years of freedom from 
symptoms at a time when he was under a great deal of tension at school, he was 
suddenly stricken by what was called an “attack of hysteria”. This consi ted of 
tightness in the chest, palpitation, difficulty in breathing, and inability to swallow. 
He was placed under psychiatric care, which was maintained over a period of 
a year and a half. He developed sufficient insight into his problem to relieve his 
symptoms to a degree of comfort and that permitted finishing school and working 
regularly. 


At the time he was referred to us, he was still subject to mild attacks of 
dysphagia whenever he found himself in unfamiliar surroundings such as a 
strange restaurant, or, if he was exposed to an unusual amount of anxiety or 
tension. During such episodes, he reverted to reading a book while eating his 
meals. Food did not seem to “stick” under the sternum nor was there any asso- 
ciated pain. He described his sensation as an “awareness of the throat” rather 
than a lump or a ball. Other history was completely normal. 


Examination and routine laboratory procedures were all normal, except for 
a well marked dermatographia and a moderate degree of undernutrition. On 
barium swallow with both thick and thin mixtures, the barium was seen to pass 
readily through the esophagus without obstruction or delay. The stomach emp- 
tied ri apidly and the barium was seen to rush through the duodenum in a matter 
of a few seconds, slowing when it reached the jejunum. 


Although it was felt that the mild residual dysphagia would eventually 
respond to continued psychiatric management, bouginage was suggested and 
performed without difficulty. One month later, however, the patient reported 
that the procedure had produced no change in his symptoms. 


Comment:—This case is an example of anxiety neurosis with episodes of 
functional tension of the esophagus as its major form of expression. Solis-Cohen 
in his book published in 1880’, could well have had this man in mind when he 
wrote that “spasm of the esophagus usually occurs in a sudden inability to swal- 
low. It is sometimes painless and sometimes painful. ... When severe, there may 
be spasm of the air passages, palpitation of the heart and syncope.” The “aware- 
ness of the throat” is a variant of globus hystericus. The dysphagia occurred 
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as an isolated symptom unaccompanied by pain cr sensation of food stoppage. 
The inability to get food past the mouth may well represent tension at a high 
level of the esophagus (cricopharyngeus ) in distinction to tension at the cardia 
which will permit swallowing, but may cause substernal pain and the sensation 
of food “hang”. The value of good psychiatric care is well demonstrated as is the 
definite association of symptoms with periods of emotional stress. 


During periods of psychic peace, the esophagus was relaxed and the patient 
was symptom-free. Bouginage, at such times, was of no value and failed to 
prevent tension symptoms at a later date. 


Case 3:—This 51 year old housewife was first seen at her home tearfully 
pacing the floor in obvious distress, complaining of severe squeezing pain under 
the lower sternum, and radiating through to the back. She clutched her breast 
and belched over and over again in an effort at relieving the pain. Her daughter 
related that she had had many similar previous attacks, coming at times of 
emotional stress, and requiring hypodermics for relief. Morphine was adminis- 
tered which gave relief in 30 minutes. She refused the suggestion that she appear 
at the office for study, because she felt that she was beyond medical aid. She 
iiad been completely investigated by several internists over a period of years, 
had had many x-ray examinations, and had been told by all that she had ; 
“nervous stomach”. At her daughter's insistence, however, she reported rn 
following day. 

Although admittedly an excessively emotional individual all her life, her 
difficulties had started sudde nly 14 years ago with attacks of “indigestion”. These 
were rather frequent, came soon after eating, and consisted of a sensation of 
pressure in the substernal and epigastric area with associated “heartburn” and 
belching. The attacks were worse when she was excited and were accentuated 
by highly seasoned foods or coffee. Belching became almost continuous, without 
relation to meals, and was a source of great social embarrassment. Four years 
after the onset of symptoms, she experienced her first episode of acute, severe 
substernal pain. Heart disease was suspected but thorough and exhaustive study 
failed to reveal any cardiac disorder. After that, she had suffered three to five 
such severe attacks each year, always when over-tired or under a strain. Although 
no definitive diagnosis for her pains was: ever offered, it was felt that they were 
some form of expression of her nervous temperament and she would have to 
tolerate them as best she could. Her prime concern, at the time of her visit, 
was not the relatively infrequent attacks of severe pain but rather the constant 
belching. There was no history of dysphagia or sensation to food sticking under 
the sternum and there had been no weight loss. She had had a hysterectomy 
for fibroids 8 vears before. One of her daughters had been recurre ntly ill with 


ulcerative colitis and she had a poor relationship with her husband. The patient 
belched forty-four times during the hour it took to record the history. 


Physical examination failed to reveal any evidence of organic pathology and 
the laboratory search was equally fruitless. Her most recent X-rays were restudied 


THE REVIEW OF GASTROENTEROLOGY 


and were all normal. A barium swallow was observed fluoroscopically. The 


esophagus was of normal appearance and caliber. At no point was the passage 
of barium obstructed or delayed. 


It was felt that this woman was suffering from functional tense esophagus, 
the nature of which was carefully explained to her and reassurance was offered. 
A #60 F. mercury weighted bougie (Hurst) was passed without difficulty, 
although a slight and momentary hang was noted at the level of the cardia. Four 
days later, on return visit, she reported that the belching had completely stopped 
following the bouginage and that she no longer required any of her antacid or 
antispasmodic medications. This woman has now been followed over a period of 
2% years, during which time she has remained well and has required neither 
medication nor medical care. 


Comment:—This is a case of moderately severe tense esophagus. The severity 
applies both to the stringency of the symptoms and the amount of social dis- 
ability it caused. The outstanding symptoms of the esophageal tension were 
belching and epigastric distress without dysphagia. Engrafted on the chronic 
state, there were intermittent episodes of acute, severe spasm manifested by 
very distressing pain, invariably associated with periods of emotional stress or 
fatigue. Bouginage was extremely effective in relieving the symptoms, although, 
certainly, this woman's emotional character was unchanged by the passage of a 
dilator. The failure to recognize the nature of this condition caused the patient a 
long period of unnecessary suffering. 


Case 4:—The patient was a 63 year old housewife complaining of pain in 
the chest. She had always been an emotional woman and had had a “nervous 
breakdown” following the death of her husband 12 years before. At that time, it 
was noted that she began to belch continuously, without relation to food intake, 
and this persisted through the years. During the six months prior to her visit, the 
patient had been awakened at night, 3 to 7 times each week, by severe attacks 
of chest pain. The pain was precordial or substernal, radiated through to the 
back, up into the left arm, and down to the fingers. With the pain, there was 
associated shortness of breath, palpitation, faintness, sweating, pallor, and con- 
tinuous belching. There was also a frightening feeling of impending doom. The 
family physician had been called each night and had relieved the symptoms with 
hypode rmic injections of morphine. There had been no evidence of heart failure 
and no history of angina of effort. She had been thoroughly studied by electro- 
cardiograms, x-rays, and laboratory tests, all of which were negative with the 
exception of the finding of a solitary stone in a functioning gallbladder. Seda- 
tives, antispasmodics, vitamins, and strict diets were all to no avail. It was be- 
lieved that she was suffering from heart disease and was digitalized, but the 
attacks continued unchanged. Aside from the almost constant belching, she had 
been free of symptoms during the day. There was no history of heartburn or 
dysphagia. At the time of her referral, she had lost six pounds and complained 
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of weakness and fatigue. The gallstone could be easily seen in the x-ray films she 
brought with her. 


During the course of taking the history and performing the examination, 
the patient was very apprehensive and belched continuously. There were no 
abnormal physical findings and the laboratory tests were negative. Electro- 
cardiograms taken after exercise did not reveal e vidence of coronary insufficiency. 
Under fluoroscopic observation, barium was seen to flow without obstruction 
through a normal appearing esophagus. The stomach contained a moderate sized 
bubble of air. After repeated swallows, the esophagus became distended wit. 
air but with each belch, it resumed its normal size. The air in the stomach did 
not escape with the belch and remained the same throughout the examination. 


diagnosis was made of functional tense esophagus with superim>o ed 
attacks of spasm and a #50 F. bougie was passed. There was no “hang” at the 
level of the cardia, although the patient complained of substernal pain during 
the passage of the dilator. 


The following day, she reported that she had only belched twice since the 
treatment and that she had eaten better than she had for the past eight months. 
One month later, she had regained her weight, had had no attacks of night 
pain, but did notice the return of some belching after meals. She returned after 
another two month interval because of a single attack of pain the night before, 


and had again required morphine for relief. Bouginage was repeated without 
incident. Three months after the second treatment, although still “nervous”, she 
felt wonderfully well, had had no attacks and no belching. 


Comment:—This case illustrates a 12 year history of functional tense esopha- 
gus that progressed to the point of severe attacks of esophageal spasm during 
the preceding six months. Of great importance is the similarity of the attacks 
to those of cardiac origin. Pain from the esophagus is supposedly conveyed by 
afferent fibres to the right and left vagus nerves*. This explains the pattern of 
radiation similar to that of pain emanating from the heart. The association of the 
pain with dyspnea, pallor, sweating, and a sense of impending doom, may make 
an attack of esophageal spasm indistinguishable from a cardiac episode. In the 
management of these cases, the importance of making such a distinction is 
obvious. Making a patient, particularly a nervous one, a cardiac cripple un- 
necessarily, is a serious breach of medical care. Of great help in the differential 
diagnosis is the presence or absence of a history of angina of effort, electrocardio- 
graphic changes, and evidences of heart failure’. 


The relation of the single gallstone to the symptoms is important. Spasm 
of the esophagus frequently occurs as a reflex mechanism, secondary to pathology 
elsewhere in the body’®. We have seen it in association with duodenal ulcer, 
biliary tract disease and colitis. Cert ainly every case of tense esophagus or 
esophageal spasm should be thoroughly investigated before a purely functional 
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etiology is accepted. In this woman, however, it would seem that the gallstone 
was a “silent” one that played no part in the production of her symptoms. 


The dramatic effect of mechanical dilatation is well illustrated. 


MANAGEMENT 


The management of the tense esophagus follows the same pattern as out- 
lined for the treatment of functional derangements elsewhere in the body". 
Complete examination, with investigation of all symptoms, is mandatory. This 
serves to bring to light any unsuspected organic defect that may be the primary 
cause of a reflexly involve d esophagus. It also satisfies the patient that a thorough 
study has been made and the reby engenders confidence in the opinion of the 
physician. After the study has been completed, a careful explanation of the 
nature of functional disorders and the mechanics of its symptom-production is 
offered, Reassurance in positive terms must be given. The auxiliary use of diet 
and drugs is of secondary importance. Specialized psychiatric care may be of 
great value in selected cases. Simple management of this nature is effective in 
all the milder forms of tense esophagus. It goes without saying that should 
there be organic disease as a cause of reflex esophageal disorder, the removal 
of such disease comes first in the treatment. 


In the moderate and severe cases of esophageal tension, simple mechanical 
dilatation of the esophagus should be performed in additon to the treatment 
outlined above. The effect of bouginage is comparable to that achieved in 
cardiospasm. The relief that this procedure affords to people suffering the 
pains and fears of esophageal spasm is dramatic and prolonged. Properly per- 
formed, it is apparently without danger. Why the passage of a dilator relieves 
the symtoms is poorly understood, although it might be postulated that the 
spre ading of the esophageal wall relaxes the tension in the musculature. Appar- 
ently, passing a bougie through a relaxed esophagus will not serve to prevent 
or abort episodes of increased tension in those cases with intermittent short- 
lived symptoms. Bouginage is not offered here as a new form of therapy as it 
was recognized long ago as the treatment of these conditions>’. 


Although not recommended by this author, it is of interest to note that 
Hamburger, in 1882, advised as an effective measure in the treatment of in- 
tractable cases of esophageal spasm, passing a red hot iron slowly down in 
front of the neck and chest of the patient". 


DISCUSSION 


The syndrome of functional tense esophagus and esophageal spasm is 
presented as an important clinical entity. No effort is made to completely 
catalogue the wide range of symptom variation with additional case presenta- 
tions. A discussion of esophageal phenomena that are produced reflexly by 
diseases in other organs has been avoided. 
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Previous writers on this subject have made a clear distinction between the 
purely functional tension states and cardiospasm which is thought to have 
organic basis®. Cardiospasm was found to produce an irreversible dilatation of 
the esophagus and was not associated with psychic traumata, while functional 
spasm was believed to be psychic in origin, reversible, and without dilatation 
or organic change. Some recent investigators'*:'° however, believe that cardio- 
spasm is produced by psychic disturbances and that spasm of the esophagus 
may be a preliminary step in its development. They appear to support this 
theory with well documented case histories. This does not coincide with our 
experience. Our cases of functional disease were “neurotic” people whose symp- 
toms either appear or are intensified at times of undue psychic tension. They have 
had their symptoms for as long as 15 years without developing radiographic 
or clinical evidence of cardiospasm. Our cardiospasm patients, on the other 
hand, were individuals without particular frailty of psyche or physique, in 
whom the radiographic diagnosis could be made shortly after definite symptoms 
had appeared. 


Dragstedt’s work and the many reports on the cephalic phase of gastric 
secretion bear out the fact that the vagus nerves are the major mediators of 
psychic stimuli to the upper gastrointestinal tract. Branches of the vagus nerves 
serve as the parasympathetic supply to the esophagus. With psychic overactivity 
there is overstimulation of the parasympathetics which is mediated through the 

vagus nerves and produces the tense esophagus syndrome. 


Cardiospasm, on the other hand, is the result of predominantly sympathetic 
nervous system activity. The reduction of parasympathetic action by cutting 
the vagus nerves in the middle of the chest will produce cardiospasm in dogs". 
In humans with cardiospasm, destruction of Auerbach’s ( parasympathetic ) plex- 
us has been noted. Adrenergic (sympathetic) blockade with dibenamine will 
relieve cardiospasm"” 


It is therefore apparent that an improper balance between the two antago- 
nistic nervous systems may produce either disease. Ove ractivity of the para- 
sympathetics is evidenced by the functional tense pie with its increased 
muscular tone. Overactivity of the sympathetics (or diminution of the para- 
sympathetics ) is manifested by “cardiospasm” attended by esophageal dilatation 
and the loss of muscle tonus. 


We, therefore, believe that functional tense esophagus and esophageal 
spasm is a distinct clinical entity and that it is neither related to cardiospasm 
nor is it a stage in the development of cardiospasm. 


SUMMARY 


The concept of functional tense esophagus and esophageal spasm has been 
revived and reviewed. Illustrative cases have been presented and a new and 
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more accurate terminology has been proposed. Its differentiation from cardio- 
spasm has been discussed. The importance of this clinical syndrome has been 


stressed and the value of bouginage in selected cases has been reemphasized. 
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AN X-RAY DEMONSTRATION OF A MECKEL’S DIVERTICULUM 


MAX CAPLAN, M.D. 
and 
DONALD BADNER, M.D. 


Meriden, Conn 


While reporting a unique case in which he demonstrated an ulcer in a 
Meckel'’s diverticulum roentgenographically Winkelstein' stated in 1942 that up 
to that time there were only seven cases in the literature in which this type of 
diverticulum was seen by x-ray and reported. Since that time a few additional 
cases have been noted so that by 1945 when Mottram and Garland? presented 
their case and looked up the literature, they found a total of twenty-one cases. 


In the same year (1945) Ross Golden* wrote in his classical book “The 
Radiological Examination of the Small Intestine”: “I have never succeeded in 
demonstrating one even in a case in which I knew that a Meckel’s diverticulum 
had been found at a previous operation. This corresponds to the experience of 
Ladd and Gross' and others.” Feldman® too, in 1945 stated that only occasionally 
could the diverticulum be demonstrated by x-ray. He thought that obstruction 
to the mouth of the diverticulum by inflammation or intussusception prevented 
the barium from entering it so it could be visualized. He stated that in cases in 
which there were no inflammatory changes it might fill and be present as a blind 
pouch projecting from the ileum. 


Bockus® stated in 1946 that the x-ray diagnosis was “extremely difficult”, 
and Pillmore’, in 1947, that “the roentgenologic diagnosis is usually difficult and 
may be impossible”. Good and Fletcher* in 1948 stated that the diagnostic accur- 
acy of small bowel examination is lowest in Meckel’s diverticulum. Yet in eleven 
proved cases in which roentgen examination was done, Meckel’s diverticulum 
was positively identified in four and suspected correctly in two. 


In 1949, Kasich® wrote “Although identified by Balfour in 1.5 per cent of 
all operated cases, it is extremely difficult to recognize this structure roentgeno- 
logically although it has been re ported.” In the same year Golden" again wrote: 

“Meckel’s diverticulum seems very difficult to detect by roentgen examination. 
The most probable explanation is that it has all the essential structures of the 
normal intestinal wall and when normal presumably conducts itself like normal 
intestine. I have never succeeded in demonstrating one.” He quoted Gile and 
McCarty" who reported a case with a calcified concretion in 1943. 


Elias and Ladin'*, Grossman, Fishback, and Lovelace”, and Raffensperger 
and Markunas" each reported a case in 1950. Yet in 1951 Shallow, Eger, and 
Wagner” stated that x-ray is of little value in demonstrating Meckel’s diverticu- 


From the Medical and Surgical Services of the Meriden Hospital 


873 


| 
| 


THE REVIEW OF GASTROENTEROLOGY 


lum, while Mendelsohn in 1952 included a beautiful demonstration of a Meckel’s 
diverticulum’®. 


Since Meckel’s diverticulum is the most frequent congenital anomaly of the 
intestinal tract'’'*, it is of interest to present a brief embryological description. 
Between the third and fifth week of intrauterine life the omphalomesenteric or 
vitelline duct, the structure connecting the alimentary canal with the umbilical 
vesicle normally becomes completely obliterated. If this obliteration is faulty 
any one of five anomalies may de velop. If the duct remains completely open 
and patent a fistula between the intestine and the navel forms. Although this is 
the rarest of the abnormalities one hundred and thirty-eight cases have been 
reported in the literature'’. If the proximal portion becomes obliterated leaving 
the distal portion open, an umbilical sinus or polyp develops. If the proximal and 
distal portions become obliterated leaving the midportion this tissue may become 
a vitelline cyst. If the entire duct becomes a fibrous cord which then persists 
there is then left a cord from the umbilicus to the bowel and lastly, if the distal 
portion only becomes obliterated leaving the proximal portion open this phenom- 
enon is the Meckel’s diverticulum. This occurs in approximately 2 per cent of 
the population, males predominating 2-1. 


While this diverticulum may be present 15 centimeters from the ileocecal 


valve it is usually found between 80 and 100 centimeters from this struc- 
ture! !5.17,21, 


It is on the antemesenteric border of the ileum and may contain 


pancreatic, gastric, colonic or duodenal tissue. Occasionally there is neoplastic 
tissue present and according to Feldman all types of tumors may occur there. 
Skinner and Walters’? state that the diverticulum may be involved by myoma, 
lipoma, carcinoid tumor, neuroma, papilloma, carcinoma, or sarcoma. They quote 
Nygaard and Walters as having found twelve cases of sarcoma of Meckel’s diver- 
ticulum in the literature. Calculi may be present in the diverticulum as stated 
above in Gile and McCarty’s case” 


Anderson*! states that Meckel’s diverticulum varies up to 30 centimeters in 
length but is usually the size of a small finger. Feldman also states that it varies 
in size from a small bud to more than 30 centimeters in le ngth, but that its usual 
length is about 5 centimeters®. Shallow, Eger and Wagner’ consider its size to 
be from one to eight centimeters long with its diameter slightly less than the 
ileum. 


Since most authorities state that 25 per cent of these diverticula are subject 
to complications it has been frequently urged that “when not contraindicated, the 
surgeon doing a celiotomy should routinely look for and prophylactically remove 
an existant Meckel’s diverticulum”22:2°, The most common complication is that 
of inflammation?'. This has been d by Haber”: 


Inflammatory type 
A. Nonspecific (due to trauma, foreign bodies, 
parasites or idiopathic ) 
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acute 
a) catarrhal 
b) gangrenous 
c) with perforation 
2. subacute 
3. chronic 


B. Specific 
1. tuberculosis 
typhoid 
Gadbois, Dean and Johnson” have divided the complications of Meckel’s 
diverticulum into: 


Primary 
acute inflammation 
peptic ulcer 
fecal fistula 
tumor formation 
chronic inflammation 
Secondary 
intestinal obstruction due to 
acute inflammatory adhesions 
bands 
internal herniae 
volvulus 
intussusception 


Inflammation of Meckel’s diverticulum may lead to a syndrome which is 
virtually impossible to differentiate from appe ndicitis2°.2", and all the comy pli- 
cations of appendicitis may be present in Meckel’s diverticulitis. Thus there may 
be-adhesions, localized abscesses, peritonitis, fistula, and intestinal obstruction 


and each of these complications may tend to further mask the true underlying 
disease — Meckel’s diverticulum. 


Opinions vary as to what percentage of these diverticula contain heter- 
otopic tissue. Shi low, Eger and W agner stated that 88 per cent of their cases 
had no heterotopic tissue’? but other authors”® quote Womack and Siegert as 
stating that it is more common to have heterotopic tissue with the ileal tissue 
than to have ileal tissue alone. As stated above not only may pancreatic and 
colonic tissue be found along with ileal but also gastric and duodenal tissue. 
When peptic ulceration occurs in this heterotopic tissue, any or all of the symp- 
toms of peptic ulcer may ensue. Pain, hemorrhage, perforation, or obstruction 
may develop with hemorrhage the most common, especially in children. Portis 
states that 16 per cent of these diverticula are said to contain gastric mucosa” 
and further states that “peptic ulceration of Meckel’s diverticulum must be seri- 
ously suspected in boys who complain of pain in the lower part of the abdomen 
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and who pass dark clotted blood by rectum”. This dictum is agreed with by all 
students of this disease and there are more cases of hemorrhage as a complica- 
tion than any other in the literature even though hemorrhage is not the most com- 
mon complication. Winkelstein*® states that ectopic gastric secretory tissue is fre- 
quently found in these diverticula (15-20 per cent), that ulcer rese smbles the typ- 
ical peptic ulcer of the stomach or duodenum, and that it may penetrate, pe rfor- 
ate, or frequently cause massive hemorrhage. He also states that sudden perfora- 
tion without previous symptoms is said to occur in half the cases. Feldman’ states 
that bleeding from a Meckel’s diverticulum is a serious complication and that it 
is frequently associated with perforation. It must be realized that the presence 
of heterotopic tissue or peptic ulceration in the diverticulum is not a necessary 
prerequisite for bleeding, since Shullinger and Stout” found this in only 72 per 
cent of the bleeding cases. Hemorrhage into the bowel may be caused by enteric 


A three hour film showing the large finger-like pouch projecting from the ileum in the 
right lower quadrant. 


intussusception, inflammation, perforation, obstruction, or tumors of the diver- 
ticulum. 


While most authorities consider inflammation as the most common complica- 
tion of Meckel’s diverticulum, Portis quotes Miller and Wallace** as stating that 
obstruction is most common. The types of intestinal obstruction which may oc- 
cur are listed in Haber’s classification as follows?*: 


Obstructive type 
1) torsion of volvulus 
2) intussusception (with diverticulum as the starting point ) 

3) diverticulum knotting around intestine 

4) bands, remnants of ductus omphaloentericus and omphaloentericus 
vessels 


incarceration in hernia. 
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Seventeen per cent of symptomatic Meckel’s diverticula are due to intus- 
sception®” while Leiter states that 1.5 per cent of all intussusception are due to 
this phenomenon”. The presence of this diverticulum in a hernia was reported 
by Littre in 1742 almost seventy years before Meckel accurately described this 
lesion. 


It is important to realize that the vast majority of these diverticula are abso- 
lutely asymptomatic being found during surgery for another condition or during 
postmortem examination. Shallow, Eger and Wagner found 72 per cent to be 
asymptomatic’. They also found this lesion in association with various other con- 
genital abnormalities including hair lip, congenital bands, malrotation of the 
colon, diverticulum of the urinary bladder, patent foramen ovale, etc. Ferris and 
Putnam’* noted the association of a bronchial cleft cyst and an exstrophy of the 
bladder with complete epispadias and rudimentary scrotum. 


Fig. 2—A four hour film which shows the diverticulum projecting from the ileum in the right 
lower quadrant. 


The diagnosis of Meckel’s diverticulum is usually made when a complication 
exists or during a search through the abdomen during celiotomy for some other 
disease process. As stated above, when this is found except in very unusual cir- 
cumstances, it should always be removed, since the mortality statistics when it 
is complicated are very high. Shallow, Eger and Wagner"® list the contraindica- 
tions to its removal in its asymptomatic state as follows: 


1) when it is associated with severe acute inflammations of other 
structures 
when associated with acute intestinal obstruction not of 
diverticular origin 
in poor risk patients 
in patients With metastatic malignancy. 
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Case REPORT 


S. C., a 44 year old white male, was admitted to Meriden Hospital on August 

, 1951 eae a chief complaint of abdominal pain of one and a half years’ dura- 
tion. He stated that for the past one and a half years he had pain in his mid- 
abdominal region, steady in nature and usually appeared from about one to one 
and a half hours after meals and would last for one to two hours. He never had 
any vomiting or cramps, no diarrhea or constipation. He did say that he had 
very dark stools on several occasions. He took all kinds of alkalis and medica- 
tions with no relief. He began to lose his appetite because of the fear of pain 
that would come on. As a result he lost about twenty pounds in two to three 
months. He had several x-ray examinations at various places but no diagnosis 
was made. On August 7, 1951, x-ray studies (Figs. 1 and 2) were again re- 
peated by us, and this time in a small intestinal series, a finger-like pouch, smooth 
in contour, was seen in the distal ileum which was interpreted as either a 
Meckel’s diverticulum or a benign tumor. Past history revealed no medical or 
surgical illnesses. Family history and social history were non-contributory. 


Physical examination revealed a very obese well developed and well nour- 
ished 44 year old white male who did not appear acutely or chronically ill. Ex- 
cept for general obesity and some slight tenderness in the pe sriumbilical region, 
there were no other positive physical findings. 


Laboratory Data:—Hemoglobin 13.4 grams, WBC—5,400, Polys—66, Staphs— 
2, Metamyelocytes—1, Eosinophiles—1, Lymphocytes—30. Total Proteins—6.99, 
Albumin—4.8, Globulin—2.19. VDRL was negative. Urine was completely nega- 
tive. 


On August 22, 1951, under general anesthesia, an exploratory laparotomy 
was performed. Operative findings revealed numerous broad band adhesions of 
the mesentery of the distal ileum, bringing the loops of ileum together side by 
side. Grossly, the appendix was normal but was pulled up and adherent to the 
mesentery of the distal ileum. Approximately 24 inches proximal to the ileocecal 

valve, in the ileum, was a diverticulum which measured about 3 cm. at its base, 
was about 3 cm. long and narrowed down near its tip to about 1% em. in di- 
ameter. There was some thickening of the wall of the diverticulum and some 
induration in the adjacent mesentery, A segment of ileum which included the 


diverticulum and its adjacent mesentery was resected and an ileoileostomy was 
performed. The appendix was also removed. 


The postoperative course was completely uneventful and the patient was 
discharged from the hospital on the eighth postoperative day. 


Pathological Examination (by Dr. Rolf Katzenstein):—( Figs. 3 and 4) 


Gross Description:—This segment of small bowel is 11 cm. in length and has 
an average diameter of 3% cm. Approximately in the center of this structure and 
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Caplan and Badner—An X-Ray Demonstration of A Meckel’s Diverticulum 


near the insertion of the mesentery, a diverticulum is noted measuring 5 x 4 x 3 
cm. The serosa of the diverticulum is considerably thickened by fibrous adhesions 
and adipose tissue. Upon opening the mucosa of the gut it is found to be intact 
and the opening to the diverticulum is found to be 2 cm. in diameter. The 
mucosa of the diverticulum shows focal hemorrhages up to 4 mm. in diameter, 
otherwise it is not remarkable. A distinct muscular coat is noted on the section 
of the wall. 


The accompanying appendix measures 5 x 0.6 cm. and shows heavy fibrous 
thickening of its serosa. On section the tip is found to be obliterated by adipose 
tissue. Otherwise the structure is not remarkable. 


Microscopic Note:—The mucosa of the structure is a typical small bowel 
mucosa showing rather extensive congestion and an occasional miliary focus of 
necrosis. These are present in the tips of the folds and are associated with poly- 
nuclear cellular reaction. A distinct muscularis mucosae is found beneath the 
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Fig. 3 Fig. 4 


Figs. 3 and 4—Photographs of the resected specimen. 


mucosa. There is also some edema in the submucosa. The muscular layers are 
not well separated from each other. Marked passive congestion is noted here, 
as well as in the subserosa. The serosa itself is thickened by the vascular con- 
nective tissue which also carries a few small mononuclear elements. In addition 
an occasional clump of fibrinoid material is superimposed upon the serosa and 
distended WBC infiltration is noted in the adventia and wall of the few neighbor- 
ing veins. The serosal and subserosal changes in the appendix are more promi- 
nent. Here the serosal endothelium is prominent, piled up and the cellular infil- 
tration in the subserosa, as well as the congestion are more pronounced than the 
diverticulum. The muscular coat shows an occasional prominent bundle of ner- 
vous tissue and the submucosa has been considerably thickened by adipose 
tissue through which are scattered foci of hyalinized connective tissue carrying 
lymphocytic infiltration. This hyalinized connective tissue also has separated 
bundles of the inner muscular layer from the main inner muscular coat. The 
mucosal surface is lined by what appears to be recently regenerated epithelium 
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whose presence is associated with an occasional small focus of polynuclear 
cellular infiltration. 


Diagnosis:—Segment of small bowel, appendix; Meckel’s diverticulum; 
healed diverticulitis; healed appendicitis; (?) early acute appendicitis. 


SUMMARY 


We have demonstrated a Meckel’s diverticulum by x-ray which was clinic- 
ally suspected and proven by surgery and pathological reports. A partial review 
of the recent literature is included. 
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THE ROLE OF THE PSYCHIATRIST IN HANDLING 
PSYCHOSOMATIC PROBLEMS?® 


HERMAN M. SEROTA, M.D., Ph.D.+ 


Chicago, Ill. 


The psychiatrist is a physician trained to detect and treat diseases of the 
psychic apparatus of his patients. In the group of patients under discussion today 
he deals in most instances with individuals who have not only a demonstrable 
somatic disorder, but a psychological one as well. It is the latter difficulty which 
is properly his province, his discipline, is entirely of modern origin, and his 
methods are essentially psychological since he deals with mental events. This 
statement is in no way meant to minimize the importance of the physiological 
disorder which is also present in his patient, but only to delimit the most effective 
function of the psychiatrist both in research and the rapy. 


Much confusion has resulted from premature attempts to bridge the gaps 
in our present knowledge of psychosomatic problems with speculative neuro- 
physiology in which all specialists are interested. Such preoccupation may be 
fruitful for the pathophysiologist’s research but has a tendency to divert atten- 
tion from significant contributions in both psychiatry and internal medicine, and 
to substitute stimulating but unproved hypotheses for sound and verifiable data. 
The psychiatrist cannot provide an “inside track” to the physiological channels 
involved between a mental event and its somatic concomitant. However, he can, 
with the means actually at his disposal, make an accurate diagnosis and provide 
treatment in many instances of neurotic and psychotic disorder with somatic 
symptoms. 


While these statements may seem self-evident they are easly forgotten when 
the pharmacological agents used in various therapies apparently succeed in pro- 
ducing short cut and/or temporary relief of both the somatic and psychological 
difficulties of the patient in certain special instances. As a result, the mistake is 
often made of equating symptomatic relief of physiological distress with cure of 
the underlying psychoneurosis. 


Thus unfortunate complications have arisen from our attempts to under- 


stand the so-called psychosomatic problems. An unnecessary and tacit competi- 
tion has arisen between specialists, each of whom can make his contribution to 
the diagnosis and treatment of the patient's total condition. 


I would like to illustrate this point. By the use of sedatives or reassurance, 
the internist can provide only symptomatic relief in the case of a patient's phobia 


*Read before the Sixteenth Annual Convention of the National Gastroenterological 
Association, Chicago, IIll., 17, 18, 19 September 1951. 

tChief of Liaison Psychiatry, Institute for Psychosomatic and Psychiatric Research and 
Training; Research Associate, Institute for Psychoanalysis, Chicago; Assistant Protessor in 
Nervous and Mental Diseases, Northwestern University Medical School. 
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for riding on trains and the psychiatrist cannot prescribe the necessary antacids 
and diet for the same patient's ulcer. As it becomes obvious that his ulcer symp- 
toms are aggravated when such a patient is about to ride a train, there is a new 
tendency to call upon yet a third type of specialist, a psychosomatist. The latter 
is supposed to be familiar with both disciplines and is asked to treat the as yet 
hypothetical connections between the psychological and the physiological phe- 
nomena. This imposes enormous responsibility upon him to prove the hypo- 
thesis upon which he must necessarily base his conclusions. While it is true 
that there are a number of psychologically intuitive physicians who can provide 
the necessary support for a patient such as the one mentioned above so that he 
is able to make a train trip without emotional turmoil, their explanations of the 
sympathetic and parasympathetic visceral and cerebral connections involved are 
in no way actually used by them in their therapy. The correlations which are 
made are not nece ssarily genetically or scientifically valid. This in no way affects 
the therapist's success, temporary though it may be, in relieving the patient's 
distress, symptomatically. 


It is the purpose of this paper to demonstrate that there is a specific area 
within which the psychiatrist works with any patient whom he sees. His thera- 
peutic orientation is primarily psychological although he may use certain phys- 
ical aids. This will be illustrated by his handling of three types of case material. 


The first is that of an etiologically oriented therapy aimed at eradicating 
the cause of a psychological disorder and will be an unidentifiable fragment 
from an actual psychoanalysis of a young female patient. 


The patient was originally referred by an internist who had been treating 
her gastric ulcer with good results. He then noted that she was becoming lax in 
following the prescribed regime, was irritable with her family, and had consider- 
ably more epigastric distress than would seem possible from the improving x-ray 
findings and other examinations. He learned also upon further inquiry that she 
was leading a progressively constricted social existence and spoke of increasing 
feelings of inferiority. He made a tentative diagnosis of a depression and later 
found that the patient’s symptoms became worse each time her husband left on 
a business trip or they both left for a vacation. At this point the physician 
felt that he had neither the time nor experience to follow up the psychological 
problem. Having made the appropriate diagnosis, he referred her to the analyst. 
It should be noted that she was referred not for the treatment of gastric ulcer, 
but for psychotherapy for a group of definite psychological symptoms. During 
the course of her subsequent psychoanalysis the patient continued to follow the 
medical regime, prescribed for her ulcer. 


The analyst having assessed by means of the interviewing technic the ex- 
tent of disturbance of her relations to the significant people about her, her age, 
intelligence, prior knowledge of his field, capacity to adjust to new stimuli and 
numerous other factors, decided that analysis was indicated. It was explained to 
the patient that she would be seen at regularly specified hours, during which 
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she must permit herself to become aware and to report to the analyst all ideas, 
emotions or feelings, bodily sensations, dreams, daydreams, fantasies and feel- 
ings about the analyst. The patient found that after a period of weeks she could 
do this and a definite emotional pattern of tension with tearfulness, apprehen- 
sion, fear of the analyst, and anger toward him became progressively more 
marked in each session. The elucidation of this phenomenon was not apparent 
until the patient realized that her tears had been coming on for many years and 
had never been expressed. This emotional pattern seemed familiar but she could 
not identify it verbally. Her chain of such freely given associations revealed that 
when she could cry her stomach distress diminished. When she was unable to 
cry but wanted to, the e pigastric distress became severe. 


Later a flood of memories was given with full affect. First she mistakenly 
blamed the analyst for hating her cowardice about the analytic procedure which 
at first had seemed so simple and had become mysterious and confusing. No such 
accusation had been made nor had anything changed in the method. Finally she 
was reminded of the mysteries and confusing fears of her enforced attendance at 
spiritualist religious seances as a child in church. During such sessions adults 
were supposed to disappear spiritually and return reincarnated in new form. 
She developed very early in life the fearful fantasy that while at church her 
parents would leave her and return in unre cognizable form. They were angry 


with her if she refused to participate in the service and she deve loped a pattern 
of covering up her fears and tears by pretended bravery which was highly 
praised. 


The mere thought, however, of leaving or being left was intolerable to her 
both as a child and as an adult. Since she had been trained to cover up her 
emotions so early in life it was not until her analytic reporting that this whole 
complex emotional pattern of responses to the stimulus “Someone is leaving and 
will come back only in unrecognizable form” became fully conscious. During the 
analysis these re pressed memories both visual and affective came to conscious 
awareness particularly following a missed appointment, a vacation or a business 
trip. 


The working through of the details of such a pattern as the one cited is 
time consuming. The patient becomes increasingly aware of the long buried 
emotional complex and its evocation by specific contemporary stimuli. In the 
process of being made conscious the repressed complex no longer requires the 
unconscious psychological defenses erected against it. The intensity of energy 
required to handle the problem diminishes and the notion of a vacation is no 
longer a major force for preoccupation and disturbance. This case is a descrip- 
tion of an etiologically oriented treatment of psychological disturbance. It might 
be asked whether any other treatment would have sufficed and taken less time. 
It is, of course, possible that an acceptable father substitute could have dictated 
repression of her distressing emotions about a vacation and succeeded in helping 
her temporarily. Experience shows that the repeated failure of such authoritarian 
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methods often leads to an attitude of mistrust of doctors. A “right doctor” may 
again be located by the patient, or failing this he may erupt with an emotional 
or mental disorder. In such instances, the years of support given the neurotic in- 
dividual by his physician may have lent such distance from the original partici- 
pating cause as to give unnecessary importance to the long repressed conflicts 
which have emerged, and against which the patient’s usual psychological de- 
fenses are no longer effective. 


Since it is a well-known phenomenon that so much of the case material 
which is sifted through the physician's office is often of a neurotic character, the 
question arises as to whether all neurotic individuals should have psychiatric 
help. The physician’s own awareness of so-called nervous or mental difficulties 
in his patients, and his ability to diagnose the type and severity of the neurosis 
must be the determining factors. The psychiatrist, in consultation, can offer an 
opinion as to diagnosis and treatment. His criteria are based on his experience 
and training in his own specialty. Not all patients whom he encounters are amen- 
able to the etiologically oriented psychotherapy which we call psychoanalysis. 
This is, however, the indicated method for those patients who come within the 
proper diagnostic, age and other groupings. Analysis, within its own parent field 
of psychiatry, is not unlike any form of major etiologically oriented surgery in 
medicine. The psychiatrist thinks in terms of indications and contraindications 


for a type of therapy. The readiness of his patient for so time consuming, ex- 


pensive, and emotionally taxing a procedure must be carefully weighed. Fre- 
quently a period of psychothe rapy to reestablish in his patient the necessary 
feelings of confidence in a doctor may be indicated in much the same way and 
for essentially the same general reasons given for medically preparing a patient 
with biliary disease for abdominal surgery. Where indicated, psychoanalysis is 
of invaluable and of enduring quality and has no substitute. 


The psychiatrist may be faced with a second group of patients who for rea- 
sons of age, psychological need of physicial disease, incapacity to cope with the 
realities of socio-economic competition or sexuality in personal relations, cannot 
undertake etiological therapy. In this group a type of supportive psychotherapy 
may be given in accord with scientific principles many of which have not yet 
been fully investigated, if it is true, but most of which are based on the acce pted 
know ledge of dynamic psychiatry. Many such people give a history of implicit 
confidence in the methods of the refe ring internist but having found by one 
channel or another that they have a psychosomatic disease, require renewed 
faith in his ability. The consultation with the psychiatrist in a series of explora- 
tory interviews is directed toward restoring the workng relationship which the 
patient has had with the internist, the latter having received the benefit of the 
psychiatrist's findings and the psychological orientation to be followed in con- 
tinued treatment of the problem. 


Patients with ulcerative colitis, hemorrhoids, genitourinary and abdominal 
disease are often fearful, mistrustful and suspicious of any and all manipulation. 
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Frequently, the psychiatrist is called in consultation when such unreasonable 
fear of new medication, or the need for further examination has disturbed the 
previous working relationship between the referring physician and his patient. 
The psychiatrist is then faced with a variety of pictures of regressed mental states 
essentially simliar if not, in fact, synonymous with the psychotic states encount- 
ered in his ordinary practice. Persecutory ideas, litigiousness, ideas of reference 
and similar paranoid pictures brought on by the threat of physical mutilation 
require liaison work between the doctor and patient at a sensitive and carefully 
balanced level. To the individual patient whose further contact with reality is 
conditioned by his fears regarding his physical condition, much which the 
physician thinks aloud may fall upon overly sensitive ears and produce in the 
patient severe anxiety, panic, depression, suicidal ideation or the wish to be 
repaid for suffering incurred. Where the patient's personality or character mech- 
anisms demand unreasonable re payment for loss, familial or professional recri- 

mations may occur. Thus, in one instance where a patient's illness resulted in a 
depression, his abuse of his wife resulted in a marital rift in what had been 
previously a happy marriage. As a result the patient's physical recovery became 
even further complicated until the whole constellation of details was clearly 
explained to him by the psychiatrist. In another instance, a patient's insomnia 
resulted from his hatred and fear of others to the extent that he could not endure 
the control of his medication and treatment by doctors and nurses. He pro- 
gressively weakened himself until the root of his overdetermined need to control 
those about him was seen and interpreted to him. His cardiac disease was treated 
with greater facility when he could again relax and sleep with full knowledge 
of his future limitations as to aggressive activity. 


The psychiatrist, who has given ameliorative care to patients upset by trau- 
matic probing by the physician to whom he originally came for physical relief, 
will be guided by the phenomena he observes and not uncover that which 
cannot be understood and integrated by the patient. It is usually of little value 
to try didactically to explain to such a patient the hypothetical connection be- 
tween a psychological problem of which he is unaware and his physical disease 
of which he is quite aware. The most successful psychiatric referrals appear to 
be those in which the physician has been able to effect a good relationship on a 
psychological level so that the patient would like to talk about his troubles to his 
doctor. At this essentially human level, and with little or no reference to the 
concommitant physical symptoms, a patient may frequently seek the additional 
specialized help indicated purely on the merits of this verbalized psychological 
distress. This often involves a marital problem, a psychoneurotic symptom, a 
sexual difficulty, etc. Such a problem may then be adequately investigated by the 
psychiatrist who can make the necessary recommendations for psychotherapy. 


Finally, I would like to consider that group of severely ill individuals who, 
by virtue of toxicity, marked physical infirmity and pain, are quite incapable of 
dealing with the threats implicit to them in hospitalization and medical and sur- 
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gical procedures. The panic and fear which they experience can be easily over- 
looked in the masking defense mechanism, and lead to shock reactions of mod- 
erate degree when the patients are exposed to procedures for which they have not 
been psychologically prepared. Although this may again seem self-evident 
to all of us, it is remarkable to recount the number of instances in which I, as 
liaison psychiatrist in a large general hospital, have been called in consultation 
to attend a patient frightened to the point of suicide because of his fantasies 
regarding the nature of his condition or treatment. The psychiatrist, who is™ 
trained in sensitivity to patient’s fears as a result of his daily contact with sudy : 
fantasy material, may often be of service in such instances by using rapid andy 
sometimes surprising methods. The simplest types of physical measures given* 
as a result of mutual understanding may often result at the purely vegetative 
level in considerable relief of atavistic panic states. While the final common path 
may be only a handshake at the end of an interview it can be properly timed in* 
context to afford relief of anxiety only by one who understands the basic human 
emotions in interpersonal relations. Such a favorable relationship may come 
about through long or repeated contact with the family doctor, who is also ang 
friend, but can also occur with the psychiatrist who senses the intensity or de- 
gree of the patient’s fear and often afford the necessary reassurance in the face 
of the patient's fantasies. 

In summary, it can be seen by reference to three kinds of case material that 
the psychiatrist, who is also conversant with neurophysiology, deals primarily 
with mental or psychological data despite his familiarity with other kinds of 
data as well. His task is ideally limited by his specialty. Within the framework 
of that specialty he is capable of providing first a curative and definitive treat- 
ment in the form of psychoanalysis in certain cases where it is indicated; second, 
consultation and recommendation for the diagnosis and psychotherapy of inter- 
current neuroses, psychoses and prepsychotic conditions; and three, ameliora- 
tion of anxiety and other distressing psychological symptoms which interfere 
with the re lationship of the referring physician and his patient. The psychiatrist 
working with both patient and doctor can recommend the necessary psycholog- 
ical setting to be furthered by the internist in his continued treatment of the 
patient. 


Discussion 


Dr. Franz Alexander (Chicago, Ill.):—Dr. Serota gave lucid examples and 
details concerning the cooperation of the psychiatrists with other specialists. 1 
should like to make some additional remarks about the basic philosophy of such , 


cooperation, which is called today “the psychosomatic approach in medicine y 


It is always easier, at least it is easier for me, to give a negative de inition 
to tell what something is not than to define what something is. The psychoso-~ 
matic appro: ach does not mean the practice of a new me dical speci alty. 
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There is no such thing as a psychosomatic specialist. | agree with Dr. Serota 
that the psychiatrist should treat a patient suffering from organic disease only 
in his capacity as a psychiatrist. He uses his psychiatric technics just as an 
ophthalmologist called in on a case involving the eye, functions as an ophthal- 
mologist. 


The psychosomatic approach does not mean more than an added considera- 
tion to the conventional medical considerations, taking into account the person- 
‘lity factors as they influence the disease process or contribute to its etiology. 
‘.. Those biological processes which we call personality functions, are the functions 

‘of the highest coordinating centers of the nervous system. As such they are 
morphologically and functionally interconnected with the peripheral parts of the 
organisms, and have a direct influence through voluntary innervations, and an 


¢ indirect influence through autonomic nervous pathways upon most of the fune- 
tions of the organism, including the vegetative functions of the viscera. 


* Accordingly, what takes place in the personality has an influence upon the 
normal and morbid processes of the organism. The detailed study of these influ- 
ences is the topic of psychosomatic research. 


These studies have added a great deal to the vague and age-old notion that 
emotions in general, such as anxiety, worries, rage, mental fatigue and despair, 
do influence the functions of the body. They established that different chronic 
diseases of the vegetative organs, for example, peptic ulcer, ulcerative and other 
forms of colitis, hypertension, thyrotoxicosis, and rheumatoid arthritis, have not 
only their specific histop: thology and pathophysiology, but also their specific 
psychopathology. 


How this specific psychopathology is related to the organic pathology of 
these diseases is still largely unknown, although promising beginnings have been 
made in recent years tow: ard the understandi: ng of these psychophysiological in- 
teractions. In the same way the psychosomatic research requires the coopera- 
tion of the psychiatrist with the physiologist and the clinician, so does the 
psychosomatic approach in therapy consist in the cooperation of the psychiatrists 
with other medical specialists, both in diagnosis as well as in treatment. 


A simple illustration is the therapeutic handling of obesity. The obese pa- 
tient as a rule at first consults the internist. The latter establishes that the patient 
suffers from bulimia. If he is familiar with recent psychosomatic concepts, he 
knows that bulimia in many cases originates in a deepseated neurotic disturb- 
ance. He knows also that in these cases in which overeating is more than a bad 

gthabit — mere indulgence — craving for food is often a substitute for an uncon- 
*seious craving for love, what the Germans call “affect hunger”. He knows there- 
4 “fore that prescribing a reducing diet does not cover even half of the therapeutic 
" task, that the etiological approach consists in attacking the underlying emotional 
factors. The patient will not follow the diet, as you know so well from your 
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own practice. After arriving at such a diagnostic decision, he must make also a 
therapeutic decision based on the diagnosis. Knowing his technical knowledge 
and its limitations, he will either undertake the arduous and time-consuming task 
of treating the patient psychotherapeutically himself or, more likely, he will call 
in the psychiatrist to undertake this part of the job, and he will restrict himself 
to the die ‘tary supervision of the patient. 


The practical importance of knowing the psychopathology in addition to 
the organic pathology of a disease is even more impressive in the case of anor- 
exia nervosa. Although the significance of emotional factors in this disease has 
been known to such older authors as Gull and Laségue, the specific nature of the 
emotional conflict situations have been only recently described. Often the refusal 
of food in such patients is the sign of deep-seated guilt feelings and fasting 
serves, just as in many religious rites, as a form of atonement. 


In the light of this knowledge, we can well understand such older reports 
that anorexia patients who have been force-fed attempted suicide. Forced feed- 
ing deprives the patient of his self-imposed punishment in the form of fasting, and 
thus the physician drives the patient to a most drastic form of self-punishment, 
to suicide. Accordingly, attempting to cure an anorexia patient of his cachexia by 
artificial feeding, without simultaneously treating the emotional problem may 
be not only futile but more dangerous than to do nothing, because by doing 
nothing the patient will starve slowly, but by committing suicide, he may die 
in five minutes. 


In conclusion, the psychosomatic approach consists in the systematic co- 
operation of the psychiatrist with other medical specialists. The reliance on this 
kind of teamwork in therapy, which the speaker previously described so well in 
detail, does not relieve the physician from the responsibility of making the orig- 
inal diagnosis. On the basis of this diagnosis he will decide whether or not to 
call in a specialist, in this case a psychiatrist, or go on with the treatment himself. 
In order to be able to make a diagnosis upon such a patient today the funda- 
mental training of a physician must include the knowledge of psychopathology. 
One can no longer relax and say, “Well, that is the job of the psychiatrist.” You 
must know something about it, as you must know something about the eye or 


the skin and something about the total field of medicine. Psychopathology is one 


of the basic sciences of modern medicine. 


Psychopathology and the theory of personality development, accordingly, 
should belong to the basic preparation of every physician, and should occupy 
a similar position in fundamental medical training as anatomy, physiology, and 
organic pathology. 


Dr. Herman M. Serota (Chicago, Ill.):—In view of Dr. Alexander’s comment 
and excellent closing remarks, I have very little to add except to repeat one 
point on the question of how to refer a patient for emotional difficulties. I bring 
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this up only because of the number of instances in which this is accomplished 
with a great deal of difficulty. The physician who is interested in his patient as 
a human being, in addition to his being interested in the “case” of ulcerative 


colitis, or whatever it happens to be, can help the patient to verbalize what the 
patient calls his “troubles”, within a brief period of time, and then refer the 
patient, because of these emotional difficulties, to the psychiatrist. If the relation- 
ship between the interested doctor and his patient has been on a good firm basis, 
the patient himself will recognize that there is help for his neurotic difficulties 
which he himself calls his “troubles” and ventilate them further to the psychiatrist. 
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ANEMIAS RESULTING FROM DISTURBANCES OF 
GASTROINTESTINAL FUNCTION® 


FRANK H. BETHELL, M.D. 
Ann Arbor, Mich. 


Anemias resulting from disturbances of gastrointestinal function include the 
hypochromic microcytic anemias due to iron deficiency and the macrocytic nor- 
mochromic anemias caused by lack of folic acid or Vitamin Biz and perhaps by 
other as vet unidentified substances. In addition, mixed types of anemia due to 
multiple deficiencies mi ty occur in the presence of gastrointestinal disease. 


Dietary deficiency, although not strictly a functional digestive disturbance, 
merits consideration in a discussion of these forms of anemia. Substances pro- 
vided by the diet which are required for the production of erythrocytes and 
he moglobin include all of the basic constituents of these materials toge ‘ther with 
the accessory factors which catalyse biological processes. These factors are the 
vitamins which take part in cellular enzymatic reactions. From the standpoint 
of the incidence and demonstrable effects of their deficiency the most important 
dietary substances are iron, certain essential amino acids, especially methionine, 
try ptophi ine and isoleucine, and the vitamins folic acid, Vitamin B12 and ascorbic 
ai id. 


Nutritional inadequacies arise not only from a diet lacking in essential 
materials, but also from failure to utilize effective ly these substances. The latter 
group, not dependent primarily upon improper diet, are regarded as condi- 
tioned deficiencies and are the most common causes of nutritional anemia in 
adults living in the temperate zone. The factors which “condition” the availability 
of food materials are concerned with digestion, absorption, storage and metabolic 
function. Each of these are complex processes involving motility, hydrogen ion 
concentration, enzymatic reactions, absorptive surface and endogenous metabolic 
pathways. 


The total iron content of the human body is about 4.5 grams of which 
roughly two thirds or 3.0 grams is in the form of circulating hemoglobin. Since 
erythrocytes are constantly being destroyed and replaced at the rate in health 


of about .83 per cent di uily the he moglobin iron turnover in 24 hours is approxi- 


mately 25 mg. This amount far exceeds the total quantity of iron supplied in the 
food which, with an ordinary diet, ranges from 12-18 mg. daily. Of this total, 
however, only a variable fraction, probably less than 25 per cent, is in a form 


°Presented before the Course in Postgraduate Gastroenterology of the National Gastro- 
enterological Association, Chicago, Ill., 20, 21, 22 September 1951. 

From the Thomas Henry Simpson Memorial Institute for Medical Research, University of 
Michigan, Ann Arbor, Michigan. 
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available for absorption. It is obvious, therefore, that hemoglobin iron must be 
conserved and reutilized. Some iron, however, is always lost from the body in 
the digestive secretions, the urine, and the sweat. Normal menstruation approxi- 
mately doubles the iron loss and pathological hemorrhage may, of course, in- 
crease it greatly. The daily iron requirement of an adult mz ile is about 1 mdg., 
that of a menstruating female and a rapidly growing child prior to adolescence 
is approximately 2 mg. 


Dietary iron consists largely of colloidal ferric hydroxide. Its utilization is 
facilitated by the gastric hydrochloric acid which acts as a solvent and permits 
ionization in the trivalent state. Reducing substances in the food, especially as- 
corbic acid, cysteine and compounds possessing sulfhydryl groups play an im- 
portant role in converting ferric to ferrous iron. It is in the latter form that the 
metal is most “ciently absorbed. Absorption may take place throughout the 
small intestine, but occurs chiefly in the duodenum before a high degree of 
alkalinity promotes oxidation back to the less absorbable ferric form. Absorp- 
tion is governed in part by the need for iron. This apparently is accomplished by 
the presence in the intestinal mucosal cells of a compound termed “apoferritin” 
which has the property of combining with ferrous iron to form ferritin. This is a 
storage form of iron which is widely distributed elsewhere in the organism. Fer- 
ritin can readily give up its iron for transportation in the plasma in the form of 
transferrin, which is an iron globulin complex, and for the synthesis of hemo- 
globin and the heme enzymes of the tissues. 


From the standpoint of gastrointestinal runction iron utilization is influenced 
by the secretion of hydrochloric acid, by the emptying mechanism of the 
stomach. by intestinal motility and by the extent and integrity of the absorptive 
surface. Achlorhydria, partial or comple te gastrectomy, gastroenterostomy, other 
short-circuiting procedures, and inflammatory, metabolic or neoplastic diseases 
affecting digestive secretions, motility or mucosal surface will affect adverse ‘ly 
the absorption of iron and tend to produce microcytic hypochromic anemia. The 
most common cause of such anemia is chronic or recurrent blood loss. Without 
attempting to review the more common lesions of the alimentary tract associated 
with acute or chronic hemorrhage, there are a few conditions often overlooked 


which may be asymptomatic, or of vague symptomatology, but which may 


cause severe anemia due to recurrent occult bleeding. Worthy of mention 
in this connection are telangiectasia, which frequently involves the nasal and 
alimentary tract mucosa, but may not be detected by the ordinary methods 
of inspection; esophageal hiatus hernia of the stomach which is often difficult to 
demonstrate roentgenologically, and Meckel’s diverticulum with ulceration. 
Telangiectasia, which may be either hereditary or sporadic, is usually a dissemi- 
nated process and corrective therapy is rarely possible. Treatment, however, is 
often of great benefit and should consist of a low residue non-irritating diet to- 
gether with the continued use of a medicinal iron preparation. Hiatus hernia 
and Meckel’s diverticulum ordinarily should be treated surgically. Since the 
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former condition is often associated with obesity the importance of weight re- 
duction should be emphasized. 


With respect to specific therapy for microcytic hypochromic anemia the use 
of foods with high iron content, such as beef, liver, eggs, dried fruits and mo- 
lasses may be advocated, but chief reliance should be placed on inorganic iron 
preparations. The great majority of patients with iron deficiency anemia will 
tolerate and benefit from orally administered iron in the form of ferrous sulfate, 


ferrous gluconate or colloidal ferric hydroxide preferably given immediately 


after meals. In the presence of gastrointestinal conditions which impair iron ab- 
sorption or when other circumstances preclude the use of iron given by mouth, 
highly satisfactory results may be obtained by the intravenous administration 
of preparations of saccharated iron oxide. This compound is relatively non-toxic 
when given according to directions and the metal is effectively utilized for 
hemoglobin synthesis when anemia is due to iron deficiency. Not more than 100 
mg. as eleme »ntal iron should be g given in a single dose and the total quantity em- 
ployed should be based on the hemoglobin deficit. This value can be determined 
by multiplying the grams of hemoglobin which it is desired to replace by the 
factor 0.255. Thus, in the case of a male with hemoglobin value of 7.0 grams 
per 100 c.c., the difference from the normal of 15 grams is 8. Multiplying this fig- 
ure by 0.255 gives 2.04 which, expressed as grams of iron, is supplied by the 
administration of one injection of 40 mg. and twenty of 100 mg. The intravenous 
use of saccharated iron oxide should be restricted to situations in which it is 
clearly indicated. 


The pathogenesis of the macrocytic anemias with megaloblastic marrow re- 
action has been greatly elucidated within recent years. It is now known that both 
folic acid and Vitamin Biz are required for normal hemopoiesis and that they 
participate in wide-spread metabolic processes. Folic acid is extensively distrib- 
uted in natural foods chiefly in conjugated forms. The release of the free 
vitamin from its conjugates requires enzymatic action performed by conjugases. 
Since folic acid is believed to be absorbed only when it is in the free state, defi- 
ciency may result from failure of conjugase action in the alimentary tract. Re- 
cently evidence has been obtained that the biologically active form of folic acid 
is probably a closely related chemical compound which, because of its micro- 
biological growth stimulating properties, has been termed the citrovorum factor. 
The conversion of folic acid to the citrovorum factor by living tissues is facili- 
tated by ascorbic acid. 


Vitamin Biz, in the form originally isolated by Rickes and associates in the 
United States and by Lester Smith in England, is now known to be but one of a 
group of related compounds for which the generic term “cobalamin” has been 
proposed by its American discoverers. The United States Pharmacopeial desig- 
nation of the official preparation is cyanocobalamin. The Vitamin Bi2 analogues 
are present chiefly in sources of animal protein but it is probable that in man 
appreciable quantities may become available through intestinal synthesis. On the 
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other hand, certain bacteria, including coliform organisms, require for their 


growth an exogenous source of Biz and so may deprive the host of the vitamin. 
It has been conclusiv ely demonstrated that the diet: iry extrinsic factor of Castle 
is Vitamin By. The chemical nature of the intrinsic factor has not been eluci- 
dated nor is the mode of interaction of the intrinsic and extrinsic factors com- 
pletely understood. It is generally believed that the intrinsic factor is a protein 
with enzymatic properties which is secreted by the gastric and duodenal mucosa. 
Evidence has recently been presented which indicates that intrinsic factor may 


combine with Vitamin B,2 to form a microbiologically inactive complex, thereby 
in some manner facilitating the absorption of the vitamin. In Addisonian perni- 
cious anemia the primary defect appears to be lack of intrinsic factor resulting in 
a conditioned deficiency of Vitamin Bue. 


Deficiency of Vitamin Biz may result from dietary lack of cobalamin al- 
though this appears to be a less common cause of nutritional macrocytic anemia 
than deficiency of folic acid. Chronic intestinal disorders, including idiopathic 
steatorrhea, disseminated ileitis, partial obstruction and diminished absorptive 
surface resulting from short-circuiting or resection of small intestine may lead 
to impaired absorption of both Vitamin Biz and folic acid. Patients who survive 
for several years after total or subtotal gastrectomy are prone to develop a syn- 
drome indistinguishable from pernicious anemia. 


Specific measures available for the treatment of the macrocytic megaloblastic 
anemias include liver extracts, desiccated stomach, Vitamin Biz and folic acid. 
The effectiveness of refined liver extracts is apparently due mainly if not entirely 
to their content of Vitamin B:2. Clinical experience indicates that Vitamin Bie 
usually constitutes a complete form of replacement therapy for pernicious 
anemia, when administered intramuscularly in doses of 10 to 30 micrograms at 
intervals adjusted to individual needs. In the third supplement to the fourteenth 
edition of the United States Pharmacopeia the official unit as a measure of the 
anti-pernicious anemia activity of injectable liver extracts is dropped and such 
extracts are standardized according to their content of Vitamin B12 activity em- 
ploying cyanocobalamin as the reference standard. The U. S. P. unitage for oral 
liver and stomach preparations is retained. 


Treatment of macrocytic megaloblastic anemias other than pernicious 
anemia is directed primarily toward correction, if possible, of the underlying dis- 
order. Alleviation of folic acid deficiency usually may be accomplished by the 
oral administration of 10 mg. daily. The pare nteral route should be reserved tor 
patients with intestinal disease. Orally administered Vitamin Biz in daily dosage 
of 5-10 mcg. may be effective in correcting macrocytic anemia due to dietary 
lack of this vitamin when pernicious anemia can be excluded with reasonable 
certainty by the finding of gastric hydrochloric acid. In cases of multiple defi- 
ciency, especially in the presence of chronic active intestinal disease, crude liver 
extract given by injection, together with folic acid may be of value. Supplement- 
ary iron therapy is useful in the management of macrocytic anemias only in the 
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presence of iron deficiency as indicated by a lowered hemogloblin concentration 
of the erythrocytes. 


SUMMARY AND CONCLUSIONS 


Disturbances in gastrointestinal function may result in deficiency of a variety 
of dietary substances required for normal hemopoiesis, in addition to the pro- 
duction of anemia through loss of blood. Microcytic hypochromic anemia is due 
almost always to iron deficiency, whereas macrocytic megaloblastic anemias re- 
sult from a lack of folic acid, Vitamin Biz and pe rhaps other as yet unidentified 
substances. Ingestion and assimilation of protein of high biologic quality is essen- 
tial for optimal production of erythrocytes and formation of hemoglobin. 


Treatment requires accurate classification of the type of anemia present with 
careful search for the underlying mechanism responsible for its development. 
Correction of the primary disorder, if possible, is of paramount importance. Spe- 
cific measures employed in treating the anemia depend upon the nature of the 
deficiency as revealed by the history, hematologic examination and other appro- 
priate diagnostic studies. 


DIscuSssION 


Dr. I. Snapper:—We must be thankful to Dr. Bethell for giving us such an 
informative review of the problems which have developed since Minot and 
Castle introduced the administration of liver for pernicious anemia. In connec- 
tion with the treatment of hypochromic anemia due to iron deficiency, it is of 
interest that fifty years ago the treatment consisted of ferrosulfate in the form of 
Blaud’s pills, fre shly made. Apart from other ingredients, these Blaud’s pills con- 
tained, for every 80 grams of ferrosulfate, ten grams of sugar and 65 grams of 
potassium carbonate. The latter substances were added to prevent the trans- 
formation of ferrous sulfate to ferrisulfate. In several of the modern preparations 
the same principle is followed: by the addition of ascorbic acid the oxidation 
of the ferro compound to ferri derivatives is prevented. 


So far as the occult loss of blood in the stools is concerned, I already had 
occasion to dil ite upon the insufficiency of the tests which are used to demon- 
strate bleod in the stool. Unless the non-iron containing derivatives of hemo- 
globin present in the stool are determined, we have no idea how much blood 
is lost in the intestinal tract. 


Nutritional anemias are, of course, of the greatest importance, but in con- 
trast to pernicious anemia they hardly ever lead to degeneration of the nervous 
system. Why does folic acid improve the condition of the blood in pernicious 
anemia, whereas it sometimes aggravates the neurological signs? 


Dr. Frank H. Bethell:—1 think Dr. Snapper’s point regarding the older clin- 


icians’ understanding of iron is very well worth remembering, because certainly 
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for a long period the use of iron was in disrepute largely because organic iron 
preparations were employed with very little e flectiveness, and also because the 
types of anemia treated with iron varied so greatly that there was no critical 


method of determining the effectiveness of the preparation. 


In regard to his comments regarding the effect of folic acid in aggravating 
the neurologic damage in pernicious anemia, I feel that larger doses of folic acid 
in the absence of Biz seem to cause true progression of the lesion; on the other 
hand, we have been impressed by the fact that in the anemias of pregnancy, the 
administration of Biz appears to aggravate the clinical and hematologic mani- 
festations of folic acid deficiency, as though if one material is present in a very 
small quantity, an excess of the other will serve to wash out what remains. That 
is hypothetical. Animal experiments show that there is a mutual relationship 
between By and folic acid, and in deficiencies of both vitamins, when they are 
created, the administration of one will be effective for a while but later there 
will be a rapid aggravation of the deficiency of the one that is not supplied. 


We do not know what the true deficiency is from the standpoint of the 
metabolic effect responsible for the pe ripheral neuropathy and the central 
nervous system changes in pernicious anemia. That is a proble m that still has to 
be elucidated, but we do know that Vitamin Bi: is apparently essential for the 
integrity of the nervous system, and yet in pernicious anemia the metabolic ef- 
fect is probably a complicated one and involves a lack of a number of enzymes 
which are concerned with the utilization both of By and folic acid. 


With regard to Dr. Wangensteen’s comments, the atrophy of the mucosa of 
the stomach in pernicious anemia may not be universal, although in the illus- 
trations shown it apparently was, and it did involve the antrum: ne vertheless, 
some degree of patchy atrophy with preservation of the antral mucosa, may 
occur in Our experience. 


The reason why the surgical procedures cause these various types of anemias 
is only partially understood. I believe that the almost universal occurrence of 
severe iron deficiency after total gastrectomy is related in large part to the rapid 
emptying of the contents of the stomach into the intestine with a consequent 
failure to present iron in an absorbable form to the mucosa and, as indicated, 
evidence quite clearly shows that the absorption of iron takes place at a more 
proximal portion of the small intestine than was previously believed, predomi- 
nantly, probably, in the duodenum. Consequently, disturbances of motility or 
any procedure which short-circuits the duodenum, would tend to produce an 
iron deficiency. The bacterial flora is of great importance, apparently, in the de- 
velopment of macrocytic anemias, including probably pernicious anemia. 


The older workers included sepsis, as an etiological consideration. It was 
Jones, Dick, Davidson, and others, who stated that in pernicious anemia the 
organisms usually found in the colon are present at relatively proximal portions 
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of the small bowel, and there is an evidence that such organisms may themselves 
utilize nutritional factors, including Bi», and so deprive the host of their benefit. 


The blind pouch experiments of Watson and Witts, in England, similar 
to those of Dr. Wangensteen and his associates, do apparently depend upon 
stasis and the presence of bacterial flora for the production of macrocytic anemia, 
and such anemia may be prevented by the administration of aureomycin, as 


Dr. Wangensteen indicated. 
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WHAT IS ADEQUATE MEDICAL TREATMENT OF PEPTIC ULCER?® 


EDWARD A. MARSHALL, M.D. 


Cleveland, Ohio 


The modern treatment of peptic ulcer leaves much to be desired. Because 
it is a disease which originates, in most instances, in the nervous system the ideal 
therapy should be toward the relief of anxiety resulting from hostility, guilt or 
emotional insecurity. This, unfortunately, is difficult and seldom satisfactorily 
accomplished even by our too few neuropsychiatrists. 


Thus we find the average ulcer case being advised to follow a diet always 
and, if in pain, to take food including milk, alkali, adsorbent and/or sedative. 
The patient finds that he may break over and enjoy his periodic remissions 
through temporarily stopping his treatment and “cheating” on his diet. Indeed, 
they have been using “house diets” in good periods since ulcer has been known. 
A recent development has been the use of excessive, year ‘round, vagus sedation’. 
This is an unsatisfactory approach (to us in fifty cases) because il permits the 
peptic ulcer patients to banish the symptoms of open ulcer while carrying an 
open ulcer. Because of this he may perforate or hemorrhage without warning. 
Other minor reasons why this method is not the answer are the many side-effects 
and the fact that many patients get no relief. 


Although a peptic ulcer is unlike an ulcer of any other area in the body it 
heals, if it heals, in the same way the others do. There is more activity in ‘the 
region of a peptic ulcer and there is change in circulation with change of body 
position but the only factor with which the operator must deal is acid-peptic 
activity*** in most instances. 


It is this acid-peptic activity which keeps the pe ptic ulcer from healing in 
one to three weeks. Remove it adequately ‘ly by gastrectomy, vagotomy, drip, x-ray 
therapy or other method and the ulcer will begin to heal. 


Gastrectomy is the most radical method of treating this anxiety tension state 
because it carries a mortality rate and, in some cases, considerable morbidity. 
It is, however, effective in a high percentage of cases and is our method of choice 
in most medical failures. 


Vagotomy’ has not been used by us because, in our opinion, it is frequently 
not effective, it has many side-effe cts and does not remove all of the ways by 
which acid is stimulated even assuming the operation adequately removes vagus 
effect. 


Both the aluminum hydroxide drip*’ and the milk drip* are effective. They 
represent continuous neutralization in a way not accomplished by any other 


*Presented at the Scientific Exhibit of the National Gastroenterological Association, 


Chicago, Ill., 20, 21, 22 September 1951. 
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treatment but they have two basic objectionable factors, assuming that the 
hospital nursing staff is able to conquer the intricacies of a drip mechanism and 
these are: 1. the irritation and emotional upset produced by continuous intra- 
gastric intubation; 2. the fact that it is usually impossible to continue this therapy 
much beyond ten days which is far short of the time desired to granulate in and 


epithelize a peptic ulcer. 


X-ray therapy’, if its effects were permanent, would be a most satisfactory 
method of eradicating peptic ulcer. There can be no doubt that radiation pro- 
duces a prompt fall in amount of secretion and height of acidity and permits 
some of the few fibroblasts which find their way into the floor of a peptic ulcer 
to remain. The treatment is easy, it is short, it is inexpensive but it does not 
convert the gastric mucosa to a permanent atrophic state and that’s the difficulty. 
The average severe peptic ulcer case will suffer symptom recurrence in from 
three to eighteen months and more than two series of these treatments may 
affect the patient's gonadal status, at least in women. 


Thus we seek a method by which we may lower the acid-peptic activity for 
a sufficient time to permit a part of the constantly forming granulation tissue to 
remain in the floor of the peptic ulcer. 


If we accomplish this, there is immediate loss of symptoms such as pain or 
distress on an empty stomach, night pain and selective dyspepsia to certain 
foods. The patient reacts to any food as any nonallergic normal person. 


This, we have found, can be accompished in 72 hours by adequate neutrali- 
zation, adsorption and sedation of both general and vagus type. 


This can be done first of all by milk which dilutes and neutralizes acid as 
well as furnishing a fat which stimulates the patient's own enterogastrone. In 
addition, it is a food and is received by the gastric mucosa with less shock and 
reaction than other more foreign chemical neutralizers. 


Except for its tendency to produce constipation and bind phosphorous in 
the gastrointestinal tract, aluminum hydroxide is an excellent destroyer of acid 
but its ability to constipate must be reckoned with. This m: iy be done by using a 
combination of magnesium oxide and calcium carbonate so that the magnesium 
oxide colon effects predominate slightly. Thus, one may combine three very 
effective destroyers of acid-peptic activity into a neutralizing team. 


For general sedation there is little choice. The simplest, cheapest and most 
efficient is phenobarbital. It may be used in quarter grain doses nine or more 
times daily with satisfactory results. In our series, one per cent developed a 
rash and one per cent became too drowsy on this dose. The rest took it, suffered 


less anxiety and tension, were able to sleep after being disturbed for night 
feedings and were able to drop the drug without withdrawal symptoms at the 
close of the treatment. 
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Atropine sulfate in doses of 1/300 to 1/150 gr. (.2 to .4 mg.) was used as the 
drug of choice for vagus sedation during treatment. Again, only one per cent 
showed sufficient side-effects to merit cutting the dose and in severe cases as 
much as 12 mg. daily (thirty cases) were given for a short ati Very frequently 
3.6 mg. per twenty-four hours were given. 


Indeed, we found it necessary to stop using whole milk or cream four times 
as often as phenobarbital or atropine. Cramps and diarrhea or milk sensitivity 
occurred once in every twenty-three cases. This does not include the thirty-seven 
cases where a penetrating ulcer produced obstruction and forced us to keep 
fat out of the diet for twenty-four or more hours. In these cases, it is safe to 
guess that whole milk or milk and cream has been the cause of intractable vomit- 
ing and even gastrectomy in many instances. These foods were the cause of 
aggravation of obstruction symptoms in 100 per cent of our obstructed cases. 


Our general ambulatory schedule is as follows: 


tablets crushed milk, 8 oz. 


7am. #2 


O $3 


noon 
p.m. 
p-m. 
p.m. 
p-m. 


p.m. 
p-m. ” plus 40 gr. Al(OH); 


” 


a.m. 


” 


am. 


Here the square ($2) indicates a tablet containing calcium carbonate .5 gm., 
magnesium oxide .25 gm., phenobarbital .016 gm. and atropine sulfate .2 
This tablet is mildly sedative and laxative and can be increased while cutting 
the 23 if constipation is a factor. The circle (£3) contains the same chemicals 
as $2 except that the magnesium oxide is eliminated and the amount of calcium 
carbonate is raised to .65 gm. This is constipeting and with the aluminum 
hydroxide eliminates unstable colon symptoms. 


mg. 


\ 
899 
| 
§ am. ” 
9am. 
10 am: 
11 a.m. 
12 
1 p.m. O 
2 
3 p.m. 0 | 
4 ” 
5 p.m. O 
6 
7 pm. O 
9 p.m. O 
10 
pm, 


THE REVIEW OF GASTROENTEROLOGY 


Aluminum hydroxide .65 gm. tablets are used because they are effective 
and not expensive if made up by a private laboratory in quantity. Ordinarily 
only used at night, they are added to the di aytime sche dule if ne cessary to permit 
loss. of symptoms on unlimited diet (healing ) or substituted for milk in the 
case of obesity or milk sensitivity. 


The above schedule was adjusted to fit the individual as to neutralization, 
sedation and colon habits. It was applied to 389 x-ray positive cases of peptic 
ulcer including 37 obstructed cases and an attempt was made to feed full, un- 
restricted diet in one to three days. In all but thirty-three cases we were suc- 
cessful. This included three complete and three partial failures in the obstructed 
cases. Only thirteen had to be gastrectomized. Only seventeen needed a diet to 
remain symptom-free. 


We feel that the evidence in favor of this method rests in the 37 obstructed 
cases because they usually are not affected by psychotherapy and they do not 
tend to undergo spontaneous remission. We were able to give them roughly 
eight times the usual ambulatory therapy, divided into half-houriy treatments, 
for 16 hours and hourly treatment for 8 hours while permitting no food or milk 
for 24 hours. At the end of 24 hours, heavy therapy was cut and house diet 
started to ascertain if there was sufficient “healing,” and to serve as a guide to the 
amount of medical treatment necessary. Other advantages of the use of unlim- 
ited diet are the improvement in vitamin and iron content of diet and the tre- 
mendous change in the emotional attitude of the patient. He acts and feels more 
a bulldog and less a Pomeranian. Present day psychiatric views to the contrary 
these people enjoy eating everything. 


We have found, as have others!®, that the ulcer patient keeps the pH low 
even one hour after meal or medication. Every case in 46 intubations had 


pH under 1.6 and ten cases had an average pH of 1.2 (74 clinical units) one 
hour after a meal. Hence the need for keeping the pH where granulation begins 
and continues through “enough” treatment. 

We feel that, assuming sufficient therapy has been started to permit inges- 
tion of full diet, no changes should be made in treatment and night “feedings” 
should be continued until the patient has been symptom-free while taking un- 
limited diet four months. If the patient goes two months, then complains that 
“weiners and cabbage” upset him — having eaten a similar diet in the month 
previous without distress — we feel his ulcer is open or has lost its newly ac- 
quired granulation tissue. 

For this reason treatment must be adjusted and carried on four months 
from the time of the last dyspeptic attack. 


SUMMARY 


Through experience with 389 x-ray positive peptic ulcers we are of the 
opinion that a form of therapy should be used which permits the feeding of an 
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unlimited diet. We feel that a patient on such a diet without distress is probably 
adding granulation tissue to the floor of his ulcer because of adequate neutrali- 
zation of acid-peptic activity. 


Thus, it is possible to interrupt the continuous competition between acid- 
peptic activity and granulation tissue. All but 33 of these patients were able to 
take a full, regular diet and 13 of these had to be gastrectomized. Seventeen 
others could not be made to granulate in sufficiently to take a full diet and were 
placed on an ulcer diet. 


Of particular interest were 37 obstructed cases, 31 of which were fed a house 
diet twenty-four hours after beginning therapy. Only 3 of 37 needed gastrectomy. 


Hemorrhage cases, though not included, fall into the same class. A case 
treated as we treated the obstructive cases for 24 hours (8x ambulatory treat- 
ment) which bleeds after this 24 hour period is considered a candidate for 
gastrectomy. 


Six other internists have been able to carry out this procedure with com- 


parable results. 


The experience of the author and his colleagues has now (Oct. 1952) 
reached well over 1,000 cases. We have had no reason to change any of the 
opinions rendered above. 


The treatment chart above may be followed as written in only about 60 per 
cent of peptic ulcer patients. The rest will need extra aluminum hydroxide, i.e., 
20 grains (1.3 gm.) every hour on the half hour in addition to the routine pre- 
sented by the chart. 
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FACTITIAL SIGMOIDITIS 
REPORT OF A CASE 


ISIDORE A. FEDER, M.D., F.A.C.P.° 
and 
MELVYN LEICHTLING, M.D.°° 
Brooklyn, N. Y. 


The term “factitial proctitis” was suggested by Buie and Malmgren! in 1930 
to designate the lesion which occurred as a complication of extrarectal radiation 
therapy in pelvic disease. Similar radiation effects have been noted in the sig- 
moid colon and ileum. The sensitivity of the mucosae of these organs to radia- 
tion, as well as their proximity to the area being irradiated, make possible severe 
damage to these portions of the gastrointestinal tract after exposure to radium or 
roentgen rays. Although injury may occur after direct treatment to the rectum 
for malignancy, or following irradiation of the bladder and prostate, most re- 
ported cases have followed treatment of the cervix or body of the uterus for 
carcinomatous lesions. Aune and White’, in an excellent study of 670 patients 
treated for cervical carcinoma, reported a 3.4 per cent incidence of gastro- 


intestinal complications. Buie and Malmgren’ stated that 3 per cent of the pa- 


tients treated developed factitial proctitis. Other authors**° 


have reported an 
incidence ranging from 10 to as high as 50 per cent. Such minor radiation ef- 
fects as nausea and vomiting, however, have been included in computing the 


percentage of complications. 


Dosage of irradiation large enough to cause necrosis of distant malignant 
cells in carcinoma of the cervix and fundus of the uterus may injure the normal 
intestinal mucosa. The earliest pathological change, which may occur even be- 
fore therapy is completed, but usually a few weeks later, is an acute inflammatory 
reaction. The mucosa becomes edematous and hyperemic and bleeds easily when 
traumatized by the proctoscope. At this stage the patient may complain of tenes- 
mus, diarrhea with or without blood in the stool, and either lower abdominal, 
back and rectal discomfort or pain. The process may subside at this stage and 
the rectal mucosa may resume its normal appearance. If the injury has been 
more severe, and the blood vessels have become thrombosed, ulceration of the 
mucosa may occur. Such lesions may appear from a few months to many years 
later. The ulcers are indolent and heal with difficulty. They may be solitary or 
multiple, the latter becoming confluent to form rather large sized lesions. Re- 
peated hemorrhages and severe pain may be prominent symptoms at this time. 
Such ulcers may perforate and cause either localized abscesses or generalized 
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peritonitis. Stricture of the bowel may result from healing and scar tissue forma- 
tion and cause signs of intestinal obstruction. 


The diagnosis is not difficult in view of the history of the treatment of some 


malignant pelvic lesion by radium or x-ray. Where the lesion can be reached by 


endoscopic examination the characteristic appearance can be readily visualized. 
Telangiectatic areas surrounding an ulcerated lesion are highly suggestive of 
irradiation injury. In doubtful cases a biopsy of the indurated edge of the ulcer 
can be obtained. Where the lesion is beyond the reach of the sigmoidoscope, 
there may be great difficulty even upon x-ray examination in differentiating it from 


Fig. 


metastatic malignant extension from the original site or from primary carcinoma 
of the sigmoid colon, as was suspected in the case we are reporting. Bockus® 
states that the undue fixation of the involved segment, without any roentgen 
evidence of a projecting intraluminal defect, is always suggestive of a factitial 
sigmoiditis rather than of a malignant lesion. 


The mild cases of proctosigmoiditis usually heal with symptomatic therapy 
after radiation treatment has been discontinued. Superficial ulcerations, as well 
as some chronic indurated ulcers, may heal slowly by conservative treatment 
such as that used in ulcerative colitis. This includes a bland, low residue diet, 
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antispasmodic and sedative medications, antibiotics and local bowel irrigations. 
The more indolent ulcers which do not respond to medical therapy, and those 
complicated by massive hemorrhage, stricture or perforation, must be operated 
upon. Surgery may also have to be resorted to in patients who have severe in- 
tractable pain. Aune and White? state that the operation of choice is colostomy, 
although if necrotic bowel or perforation is present, resection with anastamosis 
may be necessary. White and Finn’ however, believe that because the lesion is 
a continuing one, and the patients may die of hemorrhage or perforation, a wide 
resection with end-to-end anastomosis is advisable. If this is not feasible then a 
colostomy should be performed. 


The following case report illustrates the successful resection of a postirradi- 
ation ulcerated, stenotic lesion of the sigmoid complicated by massive hemor- 
rhage, and panhysterectomy for carcinoma of the fundus of the uterus, in a 78 
year old female. 


Fig. 2 


Case REPORT 


Case 224644:—E.W., a 78 year old white, married female, was admitted to 
Beth-El Hospital September 15, 1951, with a chief complaint of severe rectal 
bleeding which started one week prior to admission. The past history disclosed 


that a dilatation and curettage were performed at another hospital 6 months 


previously. The diagnosis from the curretings was adenocarcinoma of the uterus. 
Treatment was given by radium needle insertion. A total dose of 6,000 mg. hours 
was administered. There were no untoward symptoms until 4 months following 
cessation of therapy when the patient began to complain of abdominal cramps 
and constipation. This was followed by tenesmus and frequent, loose bowel 
movements. At first intermittent, these symptoms became more persistent, and 
one week prior to admission a massive hemorrhage occurred. Staining persisted 
for 2 days followed by another hemorrhage. After 4 days of freedom from com- 
plaints another hemorrhage occurred for which the patient was hospitalized. 
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Physicial examination disclosed an aged, white, female, anemic but not in 
any acute distress. The temperature and respirations were normal, the pulse 
slightly increased. The blood pressure was 140/80. A loud systolic murmur was 
audible over the entire precordium. The lungs were negative. The liver edge was 
palpable 2 cm. below the right costal border. The fundus of the uterus was pal- 
pated 2 cm. above the symphysis pubis. Digital rectal examination was nega- 
tive. Proctosigmoidoscopy revealed an area of narrowing 8 inches from the 
anus through which the scope could not be passed. Blood stained feces was 
observed to be seeping through this strictured area. Telangiectasia was not ob- 
served. 


Blood count showed a hemoglobin of 10 grams, red blood cells 3,200,000 per 
cm., white blood cells 17,750 per cm., with 89 per cent polymorphonuclear leuco- 
cytes, 8 lymphocytes and 3 monocytes. The platelets numbered 300,000 per cm. 
The prothrombin time was 100 per cent. The sedimentation rate was 33 mm. per 
hour (Wintrobe) and the hematocrit 36. Blood chemistries including glucose, 
urea nitrogen, cephalin flocculation, cholesterol, cholesterol esters, chlorides and 
CO, combining power were normal. The total serum protein was slightly re- 
duced to 5.9 grams per cent with an albumin/globulin ratio of 3.6 to 2.3. The 


905 
‘ en 
i 
. 
. 
4, 
or 
Fig. 3 


THE REVIEW OF GASTROENTEROLOGY 


electrocardiogram showed evidence of diffuse myocardial damage due to arterio- 
sclerotic heart disease. Chest x-ray showed extensive calcification of the aorta 
with no evidence of recent or active parenchymal or pleural involvement. Barium 
enema x-ray examination of the colon with air contrast showed narrowing and 
inadequate filling of the proximal sigmoid loop (Fig. 1). The roentgen diagnosis 
was a lesion consistent with an intrinsic, infiltrating carcinoma of the sigmoid 


colon. 


On September 28, 1951 laparotomy was performed by Dr. Benjamin Kogut. 
The uterus was found to be enlarged to the size of a 4 week pregnancy. About 
5 inches from the rectosigmoid junction the sigmoid was found to be thickened 
and indurated for a distance of over 2 inches. There was no evidence of meta- 
static malignancy. A panhysterectomy, and wide resection of the sigmoid lesion 
with restoration of continuity by end-to-end anastamosis, were performed. 
transfusion of 1,000 c.c. of citrated blood was given. The patient made an 
uneventful recovery and was discharged on October 26, 1951. 


PATHOLOGIC REPORT 


The specimen of the colon was 17 cm. in length with its attached mesen- 
tery. Extending over an area of 7 cm. the surface of the bowel and the adjacent 
mesentery was edematous, dark reddish gray in color and firm in consistency 
(Fig. 2). On opening the bowel the lumen in the vicinity of the area describe d 
was aaa and a deep ulcer with a sharp border and overhanging edges 
about 3 cm. in length was situated in the center of this area. The thickness of 
the bowel wall reached 1.0 cm. in diameter. Microscopically (Fig. 3) there was 
an absence of mucosa, and necrotic submucosa and muscularis. There was a 


dense accumulation of polymorphonuclear leucocytes. On the surface, and deep 


within the necrotic layers were many colonies of microorganisms. The adipose 
tissue bordering on the muscularis showed signs of chronic inflammation. Sur- 
rounding the ulcer there was marked edema of the submucosa. The endometrium 
and myometrium of the uterus were infiltrated with malignant cells. The patho- 
logical diagnosis was adenocarcinoma of the uterus and radiation ulcer of the 
sigmoid. 


SUMMARY 


The literature pertaining to factitial proctosigmoiditis is briefly reviewed. 
The etiology, symptomatology, pathology, proctosigmoidoscopic and 
roentgen findings, and treatment are noted. 

3. A case is presented of sigmoid ulceration and obstruction complicated 
by massive hemorrhage due to factitial sigmoiditis following radium implanta- 
tion in the uterus for adenocarcinoma. Cure was obtained by wide resection of 
the involved area and end-to-end anastamosis. 
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THE PAUCHET CLOSURE OF COLOSTOMY® 


JOSEPH M. MILLER, M.D.+ 
and 
MEREDITH N, JENSEN, M.D.} 
Ft. Howard, Md. 


The poor results of operative closure of colostomies have been due to in- 
fection, stenosis at the site of operation and hernia. The introduction of the 
chemotherapeutic and antibiotic agents (however, have reduced wound infec- 
tion to a minor problem. Stenosis of the colon and hernia can now be avoided 
by use of an operative closure suggested by LeGac in a book edited by Pauchet! 
2,3,4 


and known by the latter name. Reported series indicate satisfaction with the 


f 


Fig. 1—Details of Pauchet closure. 


method but the operation has not been generally accepted in this country in spite 
of its apparent superiority. The procedure can be applied to all types of colos- 
tomy or ileocolostomy even in the face of poor condition of the spur or mal- 
rotation of the limbs, and without risk of injury to adjacent viscera. 


In the Pauchet method, the stoma (Fig. 1-1) is freed from the abdominal 
wall and the involved area of colon (Fig. 1—2) is withdrawn from the abdomen. 


*Reviewed in the Veterans Administration and published with the approval of the Chief 
Medical Director. The statements and conclusions published by the authors are the result 
of their own study and do not necessarily reflect the opinion or policy of the Veterans Admin- 
istration. 

tChief, Surgical Service, Veterans Administration, Fort Howard, Md. 

t Resident, Surgery, Veterans Administration, Fort Howard, Md 
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Adjacent adherent loops of small intestine are freed and malrotation of the limbs 
of the colostomy is corrected. The operation may be completed as shown in 
Figure 1, series A or B, depending upon how much colon must be removed. An 
adequate lumen is provided using © end-and-side technic. Inversion of the 
edges of the colon is obtained by an inner layer of #00 atraumatic chromic 
catgut used as a baseball suture. An outer layer of Lembert sutures of black 
silk completes the anastomosis. Interference w ‘ith blood supply is minimal and 
the colon is not kinked or rotated. Adequate mobilization of the abdominal wall 
permits closure without tension. A small Penrose drain placed on the first layer 
of deep fascia is usually removed on the third postoperative day. 


Fig. 2—Roentgenogram of colon following administration of barium showing result of Pauchet 
closure of colostomy in right portion of transverse colon. 


Preoperative and postoperative care are standard. A combination of sulfa- 
suxidine and aureomycin has been found most effective to prepare the colon for 
operation. 


Operative closure of colostomy or ileocolostomy using the Pauchet technic 
has been successfully used in eight patients (Table I). Figure 2 is a postopera- 
tive roentgenogram of patient 8. 


SUMMARY 


Use of the Pauchet technic for operative closure of colostomy assures an 
adequate lumen and permits proper closure of the abdominal wall so that the 
usual complications of this operation are avoided. The operation is simple and 
postoperative morbidity is slight. 
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TABLE I 


Postop- 

erative 

day of Postoper- 

normal ative day 
Reason for Wound bowel of healing 
Colostomy Infection Primary |function | of wound 


24467 | Gunshot wound No Yes 7 1] 
of rectum 


23314 | Gastrojejuno- No Yes i 11 
colic fistula 


30757 | Carcinoma of No | Yes } 10 
Sigmoid colon 


31933 | Carcinoma of as- No 
cending colon 


29947 | Carcinoma of as- | Moderate 
cending colon Superficial 


28674 Carcinoma of No 
splenic flexure 


32899 Gunshot wound | Very slight 
of rectum Superficial 


30420 | Carcinoma of Very slight 
Sigmoid colon Superficial 


REFERENCES 


LeGae, P.: Fermeture d’un anus artificiel gauche consécutif a une colectomie gauche seg- 
mentaire. In Pauchet, V. La pratique chirurgicale ilustrée. Fasicule XIX G. Dion et Cie, 
Paris, 1934, pp. 295. 

Sanders, G. B. and Halperin, P. H.: Experiences with Pauchet technic of colostomy clos- 
ure. Surgery 20:82-93 (July), 1946. 

Sanders, G. B., Haffner, H. and Lynn, R. B.: The closure of colostomies. Ann. Surg. 127: 
243-256 (Feb.), 1948 

Wiley, H. M. aad Sugarbaker, E. D.: Colostomy, indications, technic, and management. 
Surg. Gynec., and Obst. 91:435-446 (Oct.), 1950. 


910 

| 
| 
1. M.I Yes 4 10 
| — 
i 6. ELI Yes 3 12 
| 
l 
} 
{ 


EDITORIAL 


MECKEL’s DIVERTICULUM 


Since the first accurate and complete description by Johann Friedrich 
Meckel (the younger) in 1812 of the diverticulum which bears his name, many 
articles dealing with all aspects of the condition have appeared in the literature. 
Essentially the lesion is a congenital anomaly due to a failure of all or part of the 
vitelline duct to become obliterated. M: iny grades and vagaries of maldevelop- 


ment may result but the most frequent is that in which the omphalomesenteric 
duct remains as a free diverticulum from the antimesenteric side of the ileum. 
The location of this embryonic remnant, which has been stated to occur in about 
2 per cent of all individuals, is usually 15 to 100 cm. above the ileocecal valve. 
It is subject to a wide variety of serious pathologic complications and a knowl- 
edge of these is essential for the understanding of the varied and confusing 
clinical picture which the lesion may present. Recently Wagner, Shallow and 
Eger reported 75 patients with Meckel’s diverticulum encountered in the Jeffer- 
son Medical College Hospital between 1914 and 1949. They emphasize that the 
grave complications frequently associated with this condition transform its role 
from a mere surgical curiosity to one of importance in both acute abdominal 
emergencies and in elective laparotomics. Because of this potential danger, sur- 
gical removal of the diverticulum should be undertaken whenever possible. This 
can be accomplished practically without mortality in the absence of complica- 
tions but, when the latter are present, mortality has ranged from 15 per cent to 
over 40 per cent. 


Zenker, in 1861, feported aberrant pancreatic tissue in Meckel’s diverticu- 
lum. Salyer, in 1904, described gastric mucosa in one that had prolapsed through 
the umbilicus, but Schaetz, in 1925, first called attention to ulceration of gastric 
mucosa within the diverticulum and to the frequent hemorrhage per rectum in 
such cases. In some patients acute inflammation may be the only complication 
or, it may be present in association with obstruction due to bands, volvulus or 
intussusception. Tuberculosis, torsion, umbilical fistula and tumors, both benign 
and malignant, of the diverticulum have been described. Littre’s hernia, inguinal 
or femoral, is a type in which the sac contains a Meckel’s diverticulum. 


Rectal bleeding, if present, offers the best clue to the diagnosis of this 
lesion. In fact, Wagner and his associates state that any patient who presents 
this symptom, particularly if within the first three decades of life, should be sus- 
pected of having a Meckel’s diverticulum until proved otherwise. A history of 
recent hemorrhage by rectum followed by acute peritonitis should arouse the 
suspicion of perforate ‘d ulcer of Meckel’s diverticulum. Various types of abdom- 
inal pain and symptoms of intestinal obstruction are suggestive but not specific 
for diagnosis. Except in those rare cases in which an umbilical fistula exists, it is 
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generally considered that roentgenological examinations are practically useless 
in attempting to demonstrate the diverticulum. However, this subject is treated 


more fully by Caplan and Badner elsewhere in this journal. The need for im- 


proved radiographic diagnosis is great and all efforts made in this direction 
should be encouraged. 
C. WILMER 
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LIVER AND BILIARY TRACT 
CHOLANGIOLYTIC BILIARY CIRRHOSIS: W. E. Ricketts and R. W. Wissler. Ann. 


Int. Med. 36:1241-1277 (May), 1952. 

Tea cases of long standing cholangiolitis 
and pericholangiolitis are described. There 
are two forms of cholangiolitic biliary cir- 
rhosis described: 

A. With xanthomatosis; xanthomatous 
biliary cirrhosis. Chronic jaundice, hepato- 
megaly, splenomegaly, xanthomatosis, and 
pruritus were the most conspicuous features. 
Edema, ascites and collateral abdominal 
circulation were absent. There was no sig- 
nificant loss of weight, malnutrition, history 
of chills, fever or pain in the right upper 
quadrant. 

B. Without xanthomatosis: nonxanthoma- 
tous biliary cirrhosis. There was no familial 
incidence of the disease. Fever, jaundice, 
loss of weight and pruritus were present 
in all. Increased collateral circulation was 
not found in any case. 


Biochemical determinations indicated 
similar deviations in both types of cases. 
Evidence of bile regurgitation was present, 


such as elevation of the direct reacting bili- 
rubin, total cholesterol and alkaline phos- 
phatase, the last showing a quite consider- 
able elevation from 23 to 121 Bodansky 
units, and minimal or no alteration in the 
tests expressing hepatic function. The urin- 
ary urobilinogen, hippuric acid, and pro- 
thrombin values when measured were not 
significantly altered. Tests based on the 
altered colloid stability of the sera, such as 
thymol and cephalin flocculation, were ab- 
normal in all cases but were rather unpre- 
dictable in their degrees of fluctuation. The 
persistent hyperlipemia in cases with xan- 
thomatosis were not observed in the nonxan- 
thomatous cases. 

It seems probable from this study that 
the process is primarily an inflammation in 
and around the smaller bile canaliculi, and 
fibrosis being secondary. There is no evi- 
dence that it is a parenchymatous liver 
disease. 


J. R. Vaw Dyne 


STUDIES ON HEPATIC DUCTS IN CHOLANGIOGRAPHY: Olaf Norman. Acta Rad. 


Suppl. 84. 1951. 

Norman describes the technic of cholan- 
giography as practiced at the University 
Clinics of Lund. Satisfactory operative cho- 
langiography requires a full capacity x-ray 
equipment to permit short time exposure; 
the use of water soluble contrast media; 
cholangiograms from different angles at 
every examination. The latter provision is 
important to obtain views without superim- 
position of the different hepatic branches. 
The intimate teamwork of anesthetist, roent- 
genologist and surgeon is stressed. No cho- 
langiograms should be taken during the in- 
jection of the contrast medium, because the 
injection is liable to dislodge stones, which 
may then float about and thereby escape 
visualization. Primary cholangiography be- 
fore choledochotomy and control examina- 
tion after choledochtomy are necessary. 


Postoperative examination through an_ in- 
dwelling tube is of importance. 

Norman reports 46 cases of hepatic cal- 
culi, in 31 of which stones were visualized 
in the intrahepatic ducts. The knowledge of 
the roentgen anatomy of the hepatic tree 
is stressed, especially the different anoma- 
lies are described. As in the choledochus, 
the stones in the hepatic ducts will be di- 
rectly outlined in the cholangiograms. The 
presence of a stone might also be deduced 
from an incomplete filling of a branch, even 
though the stone itself is not visualized. 
Comparison of the roentgen findings and 
the operative findings showed that in 20 
cases all the stones were removed but that 
in 26 some stones had been left in spite 
of choledochotomy. 

FRANZ J. Lust 


EVALUATION OF THE LIVER BIOPSY: P. G. Keil, S. N. Landid, K. R. Cross, and 
T. E. Corcoran. Ann. Int. Med. 36:1278-1284 (May), 1952. 


There was found to be a close correlation 
between the gross and the microscopic pic- 
ture of hepatic disease (74 per cent). Bi- 
opsy of the liver by the forceps method is 
more satisfactory for routine purposes than 
the Silverman punch technic. The changes 


readily elicited by “~* of the liver are: 


fatty metamorphosis, vile stasis, cirrhosis, 
metastatic neoplasm, and malignant lymph- 
oma, nonspecific granuloma and cholangitis. 
Recognizable but less easily interpretable 
are: toxic hepatocellul ir damage, scattered 
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inflammatory cells in liver sinusoids, fibrotic 
changes near the liver capsule, and foci 
of necrosis 

The considerable difference of opinion ex- 
isting in the literature about whether the 
histologic picture correlates with liver func- 


tion tests may be explained by the fact that 
needle biopsies are often inadequate for 
histologic diagnosis and are less satisfactory 
than the peritoneoscopic biopsy forceps 
technic. 


J. R. Van DyNE 


THE ROENTGENOLOGIC MANIFESTATIONS OF AMEBIASIS OF THE LIVER 


WITH CONCOMITANT FINDINGS IN 


THE CHEST: Samuel Schorr, and Armin 


Schwartz. Am. J. Roentgenol. 66:546 (Oct.), 1951. 


The authors studied 49 cases roentgeno- 
logically. The first changes are limited to 
an enlargement of the liver shadow, eleva- 
tion of the right leaf of the diaphragm and 
restriction of its mobility. The changes 
might correspond to amebic hepatitis with- 
out chest involvement. A localized bulging 
of the right diaphragm into the lower right 
lung field denotes a solitary liver abscess. 
Chest involvement comprises obliteration of 
the costophrenic or cardiophrenic sinuses, 
pleural effusion, and pneumonic consolida- 
tion with or without abscess formation. A 


linear string-like perpendicular shadow may 
be seen in the right lower lung field in ad- 
dition to a fixed and deformed diaphragm. 
This last roentgen finding might be an ad- 
ditional aid in the diagnosis of amebiasis 
of the chest and worthy of further studies. 
When dealing with pathology of the right 
side of the chest, the possibility of amebi- 
asis of the chest should always be borne in 
mind, particularly in countries where ame- 
biasis is endemic. 


FRANZ Lust 


PAIN IN ACUTE AND CHRONIC DISEASES OF THE LIVER: H. P. Lewis. Ann. 


Int. Med. 35:878-888 (Oct.), 1951. 

Pain is a useful and important symptom 
of hepatic disease. As a symptom it is help- 
ful not only in early recognition of the 
condition but also in evaluation of its prog- 
ress and complications. 

Studies of innervation of the liver indi- 
cate that it is supplied by sympathetic fibres 
arising from T 7-10 bilaterally, the right 
and left vagus and some instances by 
branches of the right phrenic nerve. Evi- 
dence for the presence of intrahepatic 


phrenic afferents — is presented and _ their 
role in pain production is discussed. 

Characteristics of pain as encountered in 
hepatitis, cirrhosis, and carcinoma of the 
liver and liver abscess are presented. The 
probable point of origin of pain in these 
diseases is discussed and the significance of 
shoulder pain in liver disease is commented 
upon. 


J. R. Van Dyne 


THE EFFECT OF SINGLE MASSIVE DOSES OF ROENTGEN RADIATION UPON 
THE LIVER: Irving M. Ariel. Radiology 57:561 (Oct.), 1951. 


The effect of single massive doses of 
roentgen rays (300r to 100,000r at 90 kv.) 
involves all of the component parts of the 
liver. Edema, hypermia, and leucocytic in- 
filtration probably are a manifestation of 
damage to the vascular system. Why edema 
appears to be most marked in the central 
part of the lobule and polymorphonuclear 
leucocytic infiltration in the portal areas 
is not evident. 

The liver cells are damaged or destroyed 


in proportion to the dosage, very high dos- 
age causing complete necrosis while the 
lower dosages produce only silght evidence 
of damage (swelling). In the lower dosage 
range, focal destruction of the liver cells 
is produced, indicating apparently a_vari- 
able sensitivity to radiation. Repair is rapid 
when possible; otherwise death occurs, de- 
pending upon the dosage and extent of the 
damage. 

FrRaNz ]. Lust 


THE CAUSES OF DEATH FOLLOWING BILIARY TRACT SURGERY FOR NON- 
MALIGNANT DISEASE: F. Glenn, and D. M. Hays. Surg., Gynec. & Obst. 94:283-295 


(March), 1952. 
A detailed study of 63 fatalities follow- 


ing 3,439 biliary tract operations for non- 
malignant biliary tract disease is presented. 


Thirty per cent of the deaths were attrib- 
uted to hepatic infection, cirrhosis,’ or nec- 
rosis. The incidence of biliary cirrhosis was 


| 
| 


ABSTRACTS 915 


52 per cent in this series of fatalities, and 
was found to be directly related to (a) the 
duration of the biliary tract symptomatology 
and (b) the necessity for multiple biliary 
tract procedures. No case of unexplained 
liver death was encountered among the 63 
fatalities studied. Among the 16 autopsied 
cases in which death was attributed to hep- 
atic disease, all displayed pathological al- 


terations, i.e., cirrhosis, hepatitis, pericho- 
langitis, hepatic abscess, of a degree suffi- 
cient to account for death. The renal func- 
tion of those cases of fatality attributed to 
hepatic insufficiency was subject to analysis, 
with no clear example of the questionable 
hepatorenal syndrome. 

]. R. Van Dyne 


PEPTIC ULCER OF THE GALLBLADDER: J. K. W. Kehrer, and A. De Minjer. Arch. 


chir. neerl. 3:151, 1951. 


The authors describe a case of spontane- 
ous hemorrhage into the lumen of the 
gallbladder, caused by erosion of an artery 
on the floor of an ulcer in the wall of the 
gallbladder. The ulcer, microscopically seen 
as a peptic ulcer, was localized at the 


mouth of a small diverticulum in the wall 
of the gallbladder. The mucosa of the di- 
verticulum was nearly everywhere typical 
an ac id-producing gastric mucosa. 


FRANZ J. Lust 


LIVER FUNCTION: An Attempt to Correlate Structural change with Functional Ab- 
normality: J. W. Norcross; J. D. Feldman; R. F. Bradley, Jr., and R. M. White. Ann. 


Int. Med. 35:1110-1116 (Nov.), 1951. 


Most nonneoplastic processes involving 
the liver are diffuse and are represented in 
all lobes. This was established by a study 
of 30 autopsied livers. A series of 82 liver 
biopsies surgically removed was studied to 
correlate structure and function. A battery 
of liver function tests was done on each 
case and the results were compared with 
the microscopic findings of the liver biopsy. 

It was found that an elevated serum Pitt. 
rubin or an elevated alkaline phosphatase 
level was associated with periportal inflam- 


CHOLECYSTOGRAPHY WITH TELEP 


Radiology 58:524 (April), 1952. 

Telepaque is an acceptable cholecysto- 
graphic medium giving a somewhat lower 
incidence of minor untoward symptoms 
than other media used for this purpose. 
When it is used in doses of 3 grams, the 
average density of the gallbladder shadow 
is appreciably greater than with 3 grams 
of the control medium. It is often possible 
to visualize the cystic and common bile 
ducts following use of telepaque and thus 
gain additional information about the bil- 
iary structures. In some cases it is possible 
to obtain a gallbladder shadow with tele- 
paque but not with the control medium. 


mation and fibrosis. An elevated serum bili- 
rubin was also associated with a bile duct 
increase and the presence of bile thrombi. 
Similarly, pr urinary bilirubin indi- 
cated the presence of bile thrombi, peri- 
portal fibrosis, bile duct increase, and _in- 
filtration with polymorphonuclear cells. 

Using routine histologic methods, mor- 
phologic changes in the hepatic cells were 
slight and could not be correlated with 
abnormal function tests. 


]. R. Van Dyne 


AQUE: E. Frank Everett, and Leo G. Rigler. 


A possible disadvantage is the large number 
of cases showing opaque material in the 
colon after ingestion of telepaque, although 
in this series of patients the opacity never 
interfered with satisfactory interpretation of 
the films. The use of smaller doses, 1.5 
grams of telepaque, does not seem to offer 
any real advantages over the full dosage. 
The smaller amount leaves less residue in 
the colon, but the average cholecystographic 
index is lower and there is no appreciable 
difference in the incidence of undesirable 
side reactions. 

FRANZ J. Lust 


INFECTION IN CHRONIC CHOLECYSTITIS: Russel J. Twiss; R. Franklin Carter, 
and Benjamin S. Fishman. J.A.M.A. 147:1226 (Nov. 24), 1951. 


The study was made of 259 patients with 
chronic cholecystitis coming to operation. 
Preoperative and postoperative cultures of 


the duodenal bile were obtained, as well as 
cultures from all parts of the biliary tract 
at operation. Operative cultures were posi- 
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tive in 73 (28 per cent), and were sterile 
in all parts of the biliary tract in 186 (72 
per cent) of the patients. The sterile and the 
infected groups had a similar incidence of 
symptoms and abnormal physical findings, 
as well as the same percentages of abnormal 
cholecystograms. Gross and microscopic 
pathologic examinations showed no signifi- 
cant differences in the sterile and infected 
groups. 

In the group of 186 patients sterile in all 
parts of the biliary tract at operation, the 
results of preoperative duodenal drainages 
in 100 patients gave one or more sterile 
cultures in 85 per cent of those with free 
hydrochloric acid and in 61 per cent of 
those having no free acid, 
Fifty patients with sterile preoperative cul- 
tures, practically all having free acid, re- 
mained sterile postoperatively, Of 32 pa- 
tients having no free hydrochloric acid, 10 
showed postoperative positive cultures of 
duodenal bile. 

In the group of 73 neta with patho- 
genic organisms in the biliary tract at oper- 
ation, the predominating organisms were 
Escheria coli, Samonella typhosa, nonhemo- 
lytic Streptococcus, alpha wince to Strep- 
tococcus (green), Klebsiella pneumoniae 
( Friedlaender), and Proteus vulgaris. Stones 
were positive in 31 of 52 cases, the common 


duct bile and cystic node cultures were 
positive in all but one case each. Eighty- 
seven per cent showed pathogenic organ- 
isms in the preoperative drainage. The six 
patients having sterile preoperative cultures 
had sterile gallbladder bile at operation. 
Postoperative drainages showed sterile cul- 
tures of duodenal bile in 10 out of eleven 
typhoid carriers and in all patients having 
free acid with pure colon or streptococcus 
infections. In the majority of the patients 
having no free acid and in those having 
acid with mixed cultures at operation, the 
duodenal bile remained positive. 

In both the sterile and the infected 
groups, there was the same incidence and 
type of pathologic changes and _ stones, 
suggesting that infection was superimposed 
upon previously existing pathologic condi- 
tions. The presence of active infection, 
however, makes the condition of the pa- 
tient more serious. Infectious cholecystitis 
can be cured only if treated in the early 
stages by cholecystectomy. The early recog- 
nition of biliary tract infection is for the 
most part dependent upon the demonstra- 
tion of pathogenic organisms in the duo- 
denal bile. With suitable sterile precautions 
this can be done accurately in the majority 
of patients. 

FRANZ J. Lust 


PANCREAS 


PERSISTENT ELEVATION OF SERUM AMYLASE IN ACUTE PANCREATITIS: 
G. A. Olander; E. E. Glenn; G. Moy and C. B. Puestow. Surg. Gynec. & Obst., 94: 


334-336 (March), 1952. 


Serial serum amylase determinations are 
reported on a series of 86 patients with 
acute pancreatitis. Eighty-one of these pa- 
tients had serum amylase values that return- 
ed to normal in 1-5 days. The fact that the 
serum amylase may remain elevated for a 
prolonged period of time, up to 45 days 
after the onset of the disease, indicates that 
this determination should be obtained as an 


aid in diagnosing acute even 


though the patient is seen late in the course 
of the disease. In addition, because the 
values fluctuate and at times may return 
to normal, it is important that repeated 
examinations be obtained if acute pancreat- 
itis is suspected. 


J. R. Van Dyne 


ROENTGENOLOGIC FINDINGS ACCOMPANYING CARCINOMA OF THE PAN- 
CREAS: John W. Beeler, and B. R. Kirklin. Am. J. Roentgenol. 67:576 (April), 1952. 


A malignant growth in the head of the 
pancreas, invading the first portion of the 
duodenum, may give a roentgenologic pic- 
ture which simulates that of a duodenal 
ulcer and costly delay in making the correct 
diagnosis may result. Duodenal ulcer and 
carcinoma of the pancreas occurring in the 
same case were found in 7.2 per cent of 


the series of the authors. They believe this 
incidence is not significant. In cases of car- 
cinoma of the head of the pancreas, the 
small operable lesions will give positive 
roentgenologic findings just as frequently as 
the large inoperable ones, the defect usu- 
ally being attributable to invasion of the 
duodenum by the malignant process. In 9 
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cases of this series radial pancreatoduoden- 
ectomy was pe rformed. In 8 of these, roent- 
genologic examination of the duodenum 
gave a positive result. In the preicteric 
stage of the disease, the radiologist may 


SOME ASPECTS OF TOTAL PANCREATEC’ 


Bull. 7:86-95 (Jan.), 1951. 

Total pancreatectomy 1s feasible in terms 
of sheer accomplishment, however, the phy- 
siological consequences of complete removal 
of the gland are profound. It is important 
that adequate substitutional therapy be util- 
ized to the full in order to maintain the 
depancreatized patient in a reasonable state 
of health. The mortality of the operation 
precludes its rational application us a pri- 


greatly aid in early diagnosis, thus demon- 
strating the need of radical surgical opera- 
tion, which is the patient’s only hope for 
survival 

FRANZ J. Lust 


rOMY: Kenneth W. Warren. Lahey Clin. 


mary procedure in the treatment of benign 


lesions. In addition, the limited salvage 
following the procedure in advanced malig- 

a not justify its use. It is 
suggested that total pancreatectomy may 
prove of value in the treatment of early 
carcinoma arising in the head of the pan- 


nant disease ¢ 


creas. 


J. R. Van Dyne 
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BOOK REVIEWS 


THE HUMAN COLON: William J. Grace, M.D., Stewart Wolf, M.D. and Harold G. 
Wolff, M.D. 239 pages. 112 illustrations, 31 in full color with adequate references and 
a cross index. A Hoeber-Harper Book, New York, N. Y., 1951. Price $7.50. 


Two of these authors of this well printed 
and well illustrated volume are well known 
for their experimental work observa- 
tions on the effect of emotion on the stom- 
ach, Here they have gone a step further and 
carefully studied and recorded in detail the 
effect of the physical and chemical behav- 
ior of the colon. 

It is highly scientific and somewhat spec- 


ulative, although it is enlightening if one 
takes the time to grasp the various details 
as outlined. 

The reviewer recommends that the gas- 
troenterologist should read it, as undoubted- 
ly he will gain an insight into the mechan- 
ism of the colon and what emotional states 
can do. 


HANDBOOK OF NUTRITION, A SYMPOSIUM: Second Edition. Published for the 


American Medical Association. 715 


pages. Illustrated with graphs and charts. 


Blakiston Co., Philadelphia, Pa., 1951. Price $4.50. 


These contributions on nutrition have 
been reprinted from the Journal of the 
American Medical Association with addi- 
tions. Thirty-three authors, physicians and 
non-physicians, who are well known in med- 
ical circles have contributed to the knowl- 
edge of nutritional disturbances. A most in- 
teresting contribution is from the pen of 
Dr. Stieglitz on Nutritional Problems of 
Geriatric Medicine 

On page 334, Stieglitz calls attention to 


a very important item in the aging patient. 
He points out that there is less tolerance 
for excesses of alkalis, on the other hand, 
excesses of acids are more efficiently dis- 
posed of. The reviewer recommends the 
reading of this particular chapter so that 
the physician will be able to make allow- 
ances and adjustments when he is called 
upon to treat the ever increasing aging 
population, 


PEPTIC ULCER—CLINICAL ASPECTS, DIAGNOSIS AND MANAGEMENT: David 
J. Sandweiss, M.D., F.A.C.P., Associate Attending Physician, Division of Internal 
Medicine, Harper Hospital, Detroit, Michigan. 790 pages with 164 figures. W. B. 
Saunders Co., Philadelphia, Pa., 1951. Price $15.00. 


This volume dealing with all phases of 
ulcer sa compilation of seventy-seven con- 
tributors under the editorship of Dr. Sand- 
weiss. 

These authors are recognized leaders in 
their various specialties and it would take 
a great deal of time to review each chapter 
individually. However, the editor, who is a 
well known gastroenterologist, contributed 


chapters 28 and 35. The former deals with 
physiologic principles underlying treatment 
and the latter discusses the status of hor- 
mones in peptic ulcer therapy. 

The general practitioner, the internist and 
the surgeon will find this well written and 
edited treatise a worthwhile addition to his 
librarv. 


THE NEUROSES — DIAGNOSIS AND MANAGEMENT OF FUNCTIONAL DIS- 
ORDERS AND MINOR PSYCHOSES: Walter C. Alvarez, M.D., Professor of Medi- 
cine, Emeritus, Mayo Foundation, University of Minnesota; Emeritus Consultant in 
Medicine, the Mayo Clinic. 667 pages. W. B. Saunders Co., Philadelphia, Pa., 1951. 


Price $10.00. 


Dr. Alvarez needs no introduction to the 


medical profession. He has had extensive 


clinical experience and the opportunity to 
interrogate thousands of patients during 
his career at the Mayo Clinic. Those of us 


who are acquainted with the author not 
only admire his diagnostic and therapeutic 
acumen, but also rely upon his sound ad- 
monitions as to how to handle patients who 
come to the physician’s office with innum- 
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erable complaints and symptoms which 
really have no bearing on their illness. 

In this monograph, Dr. Alvarez discusses 
various phases of the neuroses and the 
need for a better recognition of the minor 
psychoses. 

The book is divided into six parts in 
addition to the appendix, bibliography and 


the index. It is a well written and printed 
volume, easy to read and easier to grasp 
the facts and the advice given by the 
author. 

Medical students, social workers, nurses 
and physicians will find the volume a wel- 
come addition to their library. 


PATHOLOGIC PHYSIOLOGY, MECHANISMS OF DISEASE: Edited by William A. 
Sodeman, M.D., F.A.C.P., The Wm. Henderson Professor of the Prevention of Tropical 
and Semi-Tropical Diseases, Tulane University of Louisiana School of Medicine, 
Senior Visiting Physician, Charity Hospital of Louisiana, Consultant in Medicine, 
U. S. Marine Hospital at New Orleans. 808 pages with 146 figures and 30 tables. 
W. B. Saunders Co., Philadelphia, Pa., 1950. Price $11.50. 

The list of contributors of Pathologic would unhesitatingly select this volume 
Physiology are well known in their respec- It fulfills all the essentials and requirements 
tive fields, and have contributed extensively that a fourth vear medical student, interne, 
to medical literature. resident or a practicing physician requires 

If the reviewer would be asked to select in his daily practice. 

a list of books dealing with the various, dis- The reviewer highly recommends Dr 


eases the human body is afflicted with, he Sodeman’s book. 


DIABETES MELLITUS—PRINCIPLES AND TREATMENT: Garfield G. Duncan, 
M.D., Clinical Professor of Medicine, Jefferson Medical College, Director of Medical 
Division, Pennsylvania Hospital and the Benjamin Franklin Clinic, Philadelphia. 289 
pages with 31 figures and 40 tables. W. B. Saunders Co., Philadelphia, Pa., 1951. 


Price $5.75. 

Prepared in collaboration with Drs. 
Fetter, MacNeal, Beidleman and Martha A. 
Hunscher, B.S., this book is dedicated to 
the Pennsylvania Hospital on its 200th an- 
niversary. There are nineteen chapters, an 
appendix and a comprehensive index. 


Although it is written in simple language, 
it is rather complicated for the general 
practitioner. Excellent diet lists, tables and 
charts, including the various preparations 
of insulin, add to the book’s “<a 


THERAPEUTICS IN INTERNAL MEDICINE: Edited by Franklin A. Kyser, M.D., 
M.S., F.A.C.P. 715 pages. Thomas Nelson & Sons, New York, N. Y., 1950. Price $12.00. 


The list of contributors to Therapeutics 
in Internal Medicine have been carefully 
selected and are well known for their re- 
search and/or contributions to clinical med- 
icine. 


VERDAUUNGS UND STOFFWECHSEL 


There are seventeen chapters dealing 
with diseased conditions encountered in 
every-day practice. It is a valuable addition 
to the general practitioner's library and is 
recommended highly. 


KRANKHEITEN: Prof. Dr. Max Burger 


and Ferdinand Enke Verlag. 439 pages. 23 illustrations, of which 43 are in color, 
73 tables. Georg Thieme Verlag, Stuttgart, Germany, 1951. Price 59 Marks. 


According to the author, this monograph 
on digestive diseases is written for medical 
students and the younger physicians. 

There are seven chapters dealing with the 
diseases, diagnosis and treatment of the di- 
gestive tract. Fortunately, the reviewer who 
is well versed in the German language, had 
no difficulty in reading and assimilating the 
wealth of material which Dr. Burger in- 
cluded in this well edited, printed and 


beautifully illustrated treatise. 

To give the reader an idea of the con- 
tents, one has only to glance through the 
other chapters and he will be convinced 
that the book is a valuable asset to those 
physicians who can assimilate the text in its 
original language. 

In addition, there is a name index and an 
adequate cross index. 
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CURRENT THERAPY 1951—LATEST APPROVED METHODS OF TREATMENT 
FOR THE PRACTICING PHYSICIAN: Howard F. Conn, M.D. Consulting Editors: 
M. Edward Davis, Vincent J. Derbes, Garfield G. Duncan, Hugh J. Jewett, William J. 
Kerr, Perrin H. Long, H. Houston Merritt, Paul A. O’Leary, Walter L. Palmer, 


Hobart A. Reimann, Cyrus C. Sturgis, 


Robert H. Williams. 699 pages. W. B. 


Saunders Co., Philadelphia, Pa., 1951. Price $10.00. 


In addition to outstanding consultants in 
the specialties, numerous contributors en- 
hance the value of Current Therapy. 

This valuable addition to the physician’s 
library contains information which is  in- 
valuable to the physician and surgeon. As 
stated in the pretace, the articles are orig- 
inal and have been written expressly for 
this volume 

rhe reviewer wishes to call attention to 
two very interesting items page 528, 


Labyrinthine Vertigo and page 529, Motion 
Sickness. These two items are interesting 
and applicable in general practice because 
they give concise and explicit instruction 
as to the administration of the suggested 
remedies to overcome and render prompt 
relief in these manifestations. 

The above are only two examples of 
many hundreds of useful items. An exten- 
sive cross index completes the volume. 


TRENDS IN GERONTOLOGY AND GERIATRICS (Two volumes): Nathan W. Shock, 
Chief, Section on Gerontology, National Heart Institute of Health and the Baltimore 
City Hospitals. 153 and 598 pages respectively. Stanford University Press, Stanford, 


Calif., 1951. Prices $2.50 and $15.00. 


These two volumes comprise a compre- 
hensive survey of important activities in the 
aging problem. The smaller volume deals 
with the various phases and their solution 
in the aged, while the larger volume is a 
complete survey of the world’s literature on 
the subject It is the most extensive bibliog- 


raphy that the reviewer has come across. 
Those individuals who are interested from 
the altruistic angle of the aged and social 
service workers will find a great deal of 
worthwhile material by studying these two 


books. 


REVIEW OF PHYSIOLOGICAL CHEMISTRY: Harold A. Harper, Ph.D., Professor 
of Biology (Biochemistry), University of San Francisco, Lecturer in Surgery, Uni- 
versity of California, School of Medicine, San Francisco, Biochemist Consultant to 
Metabolic Research Faculty, U. S. Naval Hospital, Oakland; Director, Biochemistry 
Laboratory, St. Mary’s Hospital, San Francisco. Third Edition. 260 pages. University 
Medical Publishers, Palo Alto, Calif., 1951. Price $3.50. 


This very convenient small loose-leaf-type 
textbook of 260 pages presents the funda- 
mentals of physiological chemistry in con- 
cise and adequate manner, emphasis being 
placed on accepted facts and concepts. Con- 
troversial and theoretical matters are not 
discussed in the text. This review is in- 
tended by the author as a supplement to the 


larger standard texts in chemistry and bio- 
chemistry and should be particularly useful 
and helpful to all freshmen and sophomore 
medical and dental students, postgraduate 
students and to all those taking “refresher” 
courses in the basic sciences, including bio- 
chemistry in preparation for special exami- 
nations. 


HISTOPATHOLOGICAL TECHNIC—INCLUDING A DISCUSSION OF BOTANICAL 
MICROTECHNIC: Aram A. Krajian, Se.D., Formerly in Department of Pathology, 
Los Angeles County General Hospital, Los Angeles, Calif. and R. B. H. Gradwohl, 
M.D., Pathologist to Christian Hospital, Director, Gradwohl School of Laboratory 
and X-ray Technic, St. Louis, Mo. Second Edition. 362 pages with 131 text illustra- 
tions and 7 color plates. The C. V. Mosby Co., St. Louis, Mo., 1952. Price $6.75. 


This second edition, after a lapse of 12 
vears, is an improvement over the first edi- 
tion (1940), 

The methods of section making are well 


described in detail (Part III, 77 pages), in- 
formatively and_ instructively presented. 
Section cutting and the various staining 
methods, including special and differential 
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staining methods (131 pages) are satisfac- 
torily and adequately described. 

Botanical microtechnic by E. D. Wood- 
house, Ph.D. of Los Angeles City College 
Part IX), Histopathologic Methods of the 


Central Nervous System (Part X), and Mis- 
cellaneous Methods (27 pages) are covered 
briefly and adequately. This new edition 
will be a popular little book for all students 
and teachers interested in the subject. 


CLINICAL TROPICAL MEDICINE: R. B. H. Gradwohl, M.D., Luis Benitez Soto, M.D. 
and Oscar Felsenfeld, Editors. 57 contributors. 1647 pages. Illustrated. The C. V. 
Mosby Co., St. Louis, Mo., 1951. Price $22.50. 


The reviewer enthusiastically recom- 
mends this recent volume on “Clinical Trop- 
ical Medicine” as one of the best and most 
useful textbooks on the subject of tropical 
diseases that has been given to the pro- 
fession physic tropical disease spe- 
cialists, public health officials, epidemiolo- 
gists, foreign missionary physicians and stu- 
dents of tropical diseases in recent years. 

Many helpful informative works by Man- 
son, Manson-Bahr, Craig and Faust, Castel- 
lani, Stitt, Wenyon, Bercovitz, Ash and 


Spitz, Dubois and Van den Bergh, Napier 
and others have appeared in the past and 
recent decades, but this present new work 
published by C. V. Mosby Co. is the most 
up-to-date and most informative of the past 
few vears. 

The reviewer urges all medical schools 
medical libraries, investigators, all physi- 
cians and health officials interested in trop- 
ical medicine to read and study this authori- 
tative textbook 


SOME COMMON PSYCHOSOMATIC MANIFESTATIONS: J. Barrie Murray, M.A., 
M.D. (Cantab.), M.R.C.P., Diagnostic Physician, Tavistock Clinic, Physician, Boling- 
broke Hospital, London. Second Edition. 285 pages. Geoffrey Cumberlege, Oxford 
University Press, New York, N. Y., 1951. Price $3.75. 


This well written little volume by an ex- 
perienced physician contains instructive in- 
formation that will be of help and consider- 
able assistance to medical practitioners. 

This second edition is an enlargement 
and improvement over the first edition in 
1949. 

The bibliography covers six and one half 


pages (272-277). Effort Syndrome (pages 


7-79), Psychogenic Rheumatism and_ the 
Low Back Syndrome, Psychosomatic Mani- 
festations in the Alimentary Tract (chapter 
VIIL) and Miners’ Nystagus (chapter IX) 
are the several subjects chiefly discussed 
This little book is easy to read and under- 
stand. 


MEDICAL AND PHYSICAL DIAGNOSIS: Interpretation of Findings by Samuel A. 
Loewenberg, M.D., F.A.C.P., Clinical Professor of Medicine, Jefferson Medical Col- 
lege, Assistant Physician, Jefferson Hospital, Active Consulting Physician, Philadel- 
phia General Hospital, Northern Liberties Hospital and Philadelphia Psychiatric 
Hospital, etc. 1235 pages. 717 illustrations, 41 in color. Eighth Edition. F. A. Davis 


Co., Philadelphia, Pa., 1951. Price $13.50. 


This enthusiastically received work by an 
experienced teacher, clinician and_ scholar 
has reached eight editions. This in itself is 
good evidence of the value of this practical 
work on diagnosis for students, physicians, 
teachers, internes, residents and specialists. 

The illustrations are informatively help- 
ful, the two column arrangement, the high 
quality paper, the easily understood manner 


INTRODUCTION TO ROENTGENOLOGY: (¢ 


of presentation of the material and the 
clear printing, all go to make a volume of 
value to reader which will be much appre- 
ciated by all who purchase this eighth edi- 
tion of a recognized and authoritative work 
on physical and medical diagnosis. 

This work is enthusiastically recommend- 
ed by the reviewer as an up-to-date practi- 
cal textbook on a very important subject. 


x F. Haenisch, a.o. Prof., M.D., and H. 


Holthusen, o.o. Prof., M.D., edited by Dr. W. Fehr. Cloth. 521 pages, with 371 illustra- 
tions. Georg. Thieme Verlag, Stuttgart, 1951. (Grune & Stratton, Inc., New York, 


N. Y.). Price $14.30. 


This book has been written primarily for 
students and for those physicians who want 


to familiarize themselves with the funda- 
mentals of roentgenology. The purpose of 
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an elementary introduction to roentgen di- 
agnosis and therapy has been fully accom- 
plished and it is remarkable how well the 
authors have covered the immense field in 
some 500 pages, a great part of the space 
being taken up by excellent illustrations. 
The diagnostic as well as the therapeutic 
section is divided into a general and a 
special part, and in accordance with the 
authors’ aim the general parts are extensive 
and prepare the reader well for the full 
appreciation of the subsequent special parts. 
The chapter on the interpretation of the 
normal roentgenogram is particularly in- 
structive: wrist, skull, hip and knee joints, 
lumbar spine, and chest are selec ted as e@xX- 


amples for an exact analysis under careful 
consideration of different projections. As 
another example I should like to mention 
the chapter on the biologic effects of ion- 
izing radiation with its abundance of essen- 
tial information. On the other hand, the spe- 
cial parts do not overlook the diagnosis of 
such conditions as retropharyngeal abscess 
or the treatment of agranulocytosis. 

Due to this thorough coverage of the 
vast field of roentgen diagnosis and therapy 
including physics, the book will also be of 
interest to experienced radiologists, espe- 
cially if it would be enhanced by the addi- 
tion of a bibliography. 


DIFFERENTIAL DIAGNOSIS OF INTERNAL DISEASES. A SHORT DESCRIP- 
TION FOR PHYSICIANS AND STUDENTS: Hegglin, Priv. Doz. R. 456 pages, 
220 partly colored illustrations. Georg Thieme, Stuttgart (Grune & Stratton, New 


York, N. Y.). Price $11.85. 


This is an introduction into internal 
medicine. It is arranged in twenty chapters 
according to the leading clinical symptoms 
with which the physician is confronted 
when he is called to the bedside of the 
patient. Symptoms discussed in the chap- 
ters are: pain in the region of the thorax, 
dyspnea, pain in the region of the abdomen, 
febrile states, diarrhea, icterus, and uncon- 
sciousness. The clinical picture of the com- 
mon and espec ially the rarer conditions is 
described and analyzed, taking the more re- 
cent research findings into consideration. 
The clinical side is emphasized, and the 
laboratory methods are extensively used, 
especially the simpler ones. Very interesting 
are the different types of pneumonia and 
their roentgenological appearance. In future 


editions, the author may add more illustra- 
tions in the chapter on diarrhea. Tables for 
the differential diagnosis of certain groups 
of diseases are clear and concise. 

This book although written in German is 
especially useful to all students and general 
practitioners, however, it will also be of 
benefit to the specialist when he is con- 
fronted with borderline cases. Instead of 
thumbing through large volumes he has in 
this volume precise information as to diag- 
nosis and therapy. The chapters have an 
adequate bibliography, and the index is ex- 
tensive with cross references. The print, as 
always in the Thieme books, and the illus- 
trations are excellent. The book is recom- 
mended _ highly. 


THE DOCTORS JACOBI: Rhoda Truax. 270 pages. Little, Brown and Company, Boston, 


Mass., 1952. Price $3.50. 


The reviewer, having personally known 
Dr. Abraham Jacobi, finds great pleasure 
and interest in reading “The Doctors 
Jacobi”. The story unfolds the life of Mary 
Putnam, an American girl, whose ambition 
was to become a phy sician, and her untir- 
ing efforts and hardships in obtaining ad- 
mission to a medical school in the United 
States. Having gained admission and_re- 
ceived the coveted diploma, Mary sails for 
France where she is living under conditions 


which would make most people, especially 
one brought up in the affluence Mary Put- 
nam was used to, give up the struggle and 
return to her native country. 

It would require reams of paper to de- 
scribe the further obstacles which — this 
courageous girl hurdled before she met and 
married Dr. Jacobi. From the time they 
were married until Mary’s demise, these 
two physicians labored in the cause of hu- 
manity. Their disappointments, especially 


/ 
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the death of their child, caused them to 
give more and more time and effort to the 
establishment of the specialty of Pediatrics. 
The death of their son Ernest, in his eighth 
vear, was a sad blow to both, more so to 
Dr. Jacobi. The burning of their home and 


the loss of irreplaceable manuscripts added 
to Dr. Jacobi’s depression. Both physicians 
received many honors, especially Dr. Abra- 
ham Jacobi who became the president of 
the American Medical Association. 


and Coca-Cola has 
the quality you trust 
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Papers presented before the 17th 
Annual Convention of the National 
Gastroenterological Association and 
The only gastric antacid made before the Course in Postgraduate 
with precise proportions of Gastroenterology. 
glycine and calcium « arbonate 
for the express purpose of These, in addition to other orig- 
simulating the prompt, sus- 

; inal articles, abstracts of current 
tained antacid action of milk. 


literature, editorials and book re- 
This chart shows how closely TITRALACt : 
approaches milk in pH adjustment VIEWS. 


COMPARISON OF pH ADJUSTMENT BY 
MILK AND BY TITRALAC 


Use convenient coupon below to 


insure your uninterrupted receipt 


of these important issues. 


A 2.5 mi, Liquid Titraloc 4+ 500 
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powder Samples and literature ($7.00 foreign) ($13.00 foreign) 
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A GASTRIC ANTACID 


WITH MILK-LIKE ACTION 
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*U.S. Pat. No. 2,429,596. ©@Schenley Laboratories, Inc 
Trademark of Schenicy Laboratories, Inc 
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NOT Enteric Coated 


Viokase pancreatin is not enteric coated; not vitiated by gastric secretions; fully active 
immediately in the natural highly. absorptive area of the duodenum where the optimum pH 
prevails. Viokase is perfectly stable; will not lose its potency. 


NOT An Extract 


Viokase is whole raw pancreas activated to 4 USP Pancreatin, desiccated and defatted —mot 
an extract. Viokase provides trypsin, amylase, lipase, carboxypeptidase, the lipotropic factors 
plus-other-digestive-princtples of the whole raw gland. Viokase has been proved moreé effective 
than ordinary pancreatin. 


Indications 


Viokase, whole pancreas therapy, is of value in pancreatectomy, post-gastrectomy, pdst- 
cholecystectomy, steatorrhea, cystic fibrosis, pancreatitis, and in functional dyspepsias aggo- 
ciated with irritable colon syndromes. 


Dosage: 3 tablets or ‘2 teaspoonful of powder after each meal. 
Supplied: Tablets, 5 grain, 4%.S. P. Pancreatin 
Bottles of 100 and 500 
Powder, 4 ounce bottle, 4 U.S. P. Pancreatin 


References: 


. Everson, TY C., Grossman, M. I., and Ivy, A. C.: Bulletin of the American College of Surgeons, January, 1950. 
2. Tuddenham, Y. J., Milman, A. E.: Proc. Soc. Expr. Biol. & Med. 77:545 (1951). 


. Gibbs, G. E., Bradley, J. E., and Minor, J. V., Diagnosis and Treatment of Gystic Fibrosis of che Pancreas." J. A. M. A. 
M5:1187 (1951). 
Unpublished studies by: 
a Machella, T. E.. University of Pennsylvania Hospital. 
b. Butler, A. M.: Harvard Medical School. 
c. Shwachman, H.: Children’s Hospital, Boston, 
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GIVE PROMPT RELIEF 
FROM CONSTIPATION 
WITH SAL HEPATICA 


Patients want prompt relief from constipation. 
Provide it with antacid Sat Hepatica. There is 
no laxative lag when SAL HEParica is used. 


APERIENT 


LAXATIVE 


A A GENTLC, CATHARTIC 
Ntacid 


ER 


RESTFUL SLEEP is not impaired when 
laxation occurs before bedtime. As- 
sure this by recommending that SaL 
Hepatica be taken one-half hour 
before dinner. 


ACTIVE DAYS, free from the dis- 
comforts of constipation, are 
possible if Sat Hepatica is taken 
one-half hour before breakfast. Lax- 
ation usually occurs within the hour. 


THE GASTRIC HYPERACIDITY which 
frequently is concomitant with con- 
Stipation is relieved by this antacid 
saline laxative. 


GENTLE ACTION, freedom from ab- 
dominal griping, may be obtained 
by regulation of dosage. 


EFFERVESCENT, PLEASANT-TAST- 
ING, SAL HEPATICa is acceptable to 
patients. 


BRISTOL-MYERS COMPANY, 19 WEST 50 STREET, NEW YORK 20, N. Y. 
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gastritis 


Suspension Maalox-Rorer 


is a colloidal suspension 


of the Aydroxides of 


Magnesium and Aluminum. 
It is pleasant to taste. 
Continuous clinical use 
has demonstrated that 


it causes a quick satisfactory 


mucosa of gastritis relief of pain and 
discomfort caused by 


gastritis. 


The dose is two to four 


fluidrachms. 


supplied: In 355 cc. 

(12 fluidounce) bottles, 

Also in tablets (Each Maalox 
tablet is equivalent to one 
fluidrachm of Suspension). 
Samples will be sent promptly 
on request, 


WILLIAM H. RORER, INC. 


Drexel Bidg., Independence Square 


Philadelphia 6, Penna. 


¢ 
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selective control 


of Gastrointestinal Spasm 


Mesopin 


( brand of homatropine methyl bromide) 


When pain, heartburn, belching, nausea, 
or unstable colon are due to 
gastrointestinal spasm, Mesopin provides 
an effective means for prompt relief. 

Its selective antispasmodic action controls 


$pasticity with virtual freedom from the 


undesirable side effects of atropine or belladonna. 
Thus, Mesopin is relatively safe for the relief of 


Bastrointestinal spasticity, such as pylorospasm, 


€ardiospasm, spastic colon, and biliary spasm. 


Mesopin—2.5 mg. per teaspoonful of 


élixir or per tablet. Mesopin-PB*— 


2.5 mg. Mesopin and 15 mg. 
(1/4 gr.) phenobarbital per 
teaspoonful of elixir 

or per tablet. 


Endo 


*PB abbreviated designation 


for phenobarbital. 


Samples and literature on request 


Endo Products, Inc., Richmond Hill 18, N. Y. 
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‘Let's get down to cases” 


“Although in experimental ulcers both the acid factor and the mucosal resistance factor are 
concerned, we have examples in which the acid factor predominates and others in which a 
decrease in the defensive properties of the mucosa predominates.”* 


*Peptic Ulcer. A. C. Ivy, M. I. Grossman and W. H. Bachrach, Blakiston Publishing Co., Phila., 1950. 


Comprehensive therapy—whole duodenal substance, VIODENUM —provides an effective natural antacid plus 
factors which stimulate the mechanisms of repair and defense. 


“Viodenum .. . increased the total volume of gastric secretion .. .” yet “Viodenum decreased 
the free acid .. .”* 


*S. L. L. Hardt, Comparison of Effectiveness of Various Antacids on Gastric 
Acidity, (19 


Raimondi treated 59 proven cases of duodenal ulcer with 
He states, “A decrease in the annual rate of recurrence of 


was observed in patients with the highest frequency of 
lions prior to treatment.””* 


nondi, Treatment of Duodenal Ulcers with Desiccated, Defatted Duo- 
Permanente Foundation Med. Bull, 84 (October) , 1950, 


BO cases of ulcerative colitis. He states the 
t promise in effecting a complete remission gpd 
possibly even a aaa! cure ... whole duodenal substance or Vi 
apparently promotes healing of the bowel by supplying some ai 
factor ...”* 


*Medical Management of Castrointestinal Disorders. Garnett Cheney, Yea 
Publishers, 1950. 


“Duodenal substance ( Viodenum) was administered to 35 patients 4 
results obtained in 85% of the patients were very favorable. . . View 
may be considered a very valuable aid in the therapy of chronic 
colitis.” * 


*M. H. Streicher, J. Lab. Clin. Med. 33, 1633 (1948). 


Vioden UM, the comprehensive approach: 


1. Provides an effective natural antacid. 

2. Provides factors which stimulate the mechanisms of repair and 
3. Provides natural mucin to soothe and protect irritated mucosa. 
4. Stimulates gastric secretion yet decreases the free acid. 


Whole duodenal substance desiccated and defatted at body temperature. 


Available in powder or ten grain tablets. 


Literature available upon request V d e n U m 
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Announcing 


A new film in full color 


Special Problems in the Management 
of 


PEPTIC ULCER 


by 


Department of Gastroenterology 
of the Lahey Clinic 


A Unit of the Wyeth Peptic Ulcer Service 


Among the topics developed are: esophageal @ FILMS 
ulcer; gastric ulcer, benign and malignant; post- @ LITERATURE 
bulbar ulcer and subtotal gastrectomy for intrac- en 

table ulcer in the descending portion of the 
duodenum; pyloric obstruction; hemorrhage; 
postoperative jejunal or anastomotic ulcer. 16 


mm., color with sound, 30 minutes. To obtain Wyeth 


this film for group showing, write to: 


R 


FILM LIBRARY, WYETH INCORPORATED 
1401 Walnut Street, Philadelphia 2, Pa. 


WYETH PEPTIC ULCER MEDICATION 


Amphojel®, N.N.R. (Aluminum Hydroxide Gel, Amphojel with Mineral Oil 
Alumina Gel)—For the medical management of A-M-T 


Suspension—formerly Ampho- 


yastric and duodenal ulcer; or for the control of . 
jel w/Magnesium Trisilicate 


symptomatic gastric hyperacidity. 

Amphojel without Flavor, N.N.R. 

Amphojel Tablets, N.N.R. (Dried Aluminum Hy- 

droxide Gel, Hydrated Alumina Tablets, 0.3 Gm. Sebella" , Tablets, (Aluminum Hydroxide 

(5 grains); 0.6 Gm. (10 grains). with Belladonna and Phenobarbital) ant- 

Phosphaljel™, N.N.R. (Aluminum Phosphate Gel) acid therapy with effective spasmolysis 
for marginal ulcer. and mild sedation. 


A-M-T Tablets, (Alumina-Magnesium- 
Trisilicate Tablets) 
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